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BON SECOURS HOSPITAL—HISTORICAL SKETCH 


EMIL NOVAK, M.D.* 





Front View or Bon Secours Hospirat. OPENED 1919. 


During the generation preceding our own, could be considered the city’s most famous, 
Baltimore numbered among its citizens at least most beloved and most respected citizen— 
three who were world famous, and it was not Cardinal Gibbons, Dr. Osler or Dr. Welch. 
unusual to hear friendly discussions as to who There is little doubt, great as were the other two, 


*President of Staff. that this distinction would have been most 
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Fic. 2. George C. Jenkins, the Founder of Bon Secours Hospital. 


generally accorded to the beloved James Cardi- 
nal Gibbons. Not only was he a great leader of 
his church, but the loftiness of his character and 
ideals and his broad-minded interest in civic 
matters entitled him to be looked upon as 
FACILE PRINCEPS among us. His name is 
used here in connection with the history of Bon 
Secours Hospital simply because he not only 
played a part in the preliminary plans for the 


hospital, but he also officiated at the formal 
blessing and dedication of the hospital when it 
was opened on January 26, 1919. 

The hospital owes its existence to the gen- 
erosity and the vision of the late Mr. and Mrs. 
George C. Jenkins, as an expression of their 
gratitude to the nursing sisters of Bon Secours. 
This is, of course, not the place to recount the 
history of this great French order, except as it 
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touches upon the history of Bon Secours Hospi- 
tal. It was away back in 1870 that a young 
Baltimore woman, a Mrs. Whedbe, was taken 
desperately ill in Paris, where she was honey- 
mooning with her husband. She was nursed 
back to health by the nursing Sisters of Bon 
Secours, so that when she returned to Baltimore 
she expressed her fervent praise of the Sisters 
to the then young Archbishop Gibbons, and 
pleaded with him to try to secure the Bon 
Secours Sisters for Baltimore. 

Suffice it to say that he did, and in May of 
1881, the pioneer band of twelve Sisters arrived 
in Baltimore to begin their original mission of 
home nursing. It is of interest to note that in 
their early days here the Sisters were greatly 
befriended by a distinguished group of Baltimore 
physicians prominent also in the annals of the 
Medical and Chirurgical Faculty of Maryland. 
As a matter of fact the note for the loan to pur- 
chase the first home for the Sisters in 1882 was 
signed by four such well-known men as Dr. 
Christopher Johnson, Dr. Charles O’Donovan, 
Dr. W. Chew van Bibber and Dr. George W. 
Miltenberger. It was during this early phase 
of their nursing work here in Baltimore that the 
Bon Secours Sisters earned the gratitude of their 
later benefactors, Mr. and Mrs. Jenkins. 

The original hospital comprised only the 
three story building which is the central one in 
the present large group, and housing at first only 
20 beds in addition to the administrative offices. 
Only a few years later, in 1925, the large west 
wing was erected through the continued gen- 
erosity of Mr. Jenkins, while in 1933 the hospital 
was again enlarged by the construction of the 
east wing, including among other things the 
maternity department and the house staff 
quarters. So much for the material growth of the 
hospital from its originally small size to its 
present capacity of nearly two hundred beds, 
with parallel development and modernization of 
all the laboratory departments. As one example 
of the latter, the enlarged and well-equipped 
X-ray department completed in 1951 is now 
considered one of the most modern in the city. 
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The hospital is beautifully situated on a rather 
high plateau of ground in the western portion of 
Baltimore, in a residential section, and away 
from the noise and traffic of the more central 
areas. It is one of the few Baltimore hospitals 
which enjoys a very large patch of surrounding 
green, since its site occupies a whole square 
block. A large portion of this area is occupied by 
a well kept park, with lovely foliage and an 
attractive sunken garden. 

The original medical staff of the hospital was 
small. It was dominated by the late Dr. Thomas 
R. Brown, one of the leading internists and 
gastro-enterologists of the country, and a student 
and disciple of William Osler. It was natural that 
he should have been chosen to head the new 
hospital, since he had long been the personal 
physician of the Jenkins family, and since the 
work of the institution was at first almost 
entirely medical, with only a small amount of 
surgery. Dr. Brown would never accept the 
presidency of the staff, but he served as chair- 
man of the executive committee for a good 


Fic. 3. Dr. Thomas R. Brown. Chairman of Executive 
Committee, 1919-1929. a 
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Fic. 4. Dr. J. K. B. E. Seegar. President of Staff, 1921-1933. 


Fic. 5. Dr. J. Albert Chatard. President of Staff, 1933-1939. 


Fic. 6. Dr. Emil Novak. President of Staff, 1939 to present. 


many years. The first president was the late Dr. 
Alexius McGlannan, while the other original 
members, in addition to Dr. Brown, consisted of 
Drs. E. H. Gaither, J. C. Pound, J. K. B. E. 
Seegar and E. V. Coolahan. Of this original 
group only Dr. Gaither still survives. Other 
very early members of the Staff were Drs. J. 
Albert Chatard, John T. O’Mara, George A. 
Stewart and Harry R. Slack. The mere mention 
of these names, all prominent in the annals of 
our Faculty, indicates the high ideals which 
were set for staff membership from the very 
beginning. 

One of the most active and loyal members of 
the early group was the late Dr. J. K. B. E. 
Seegar, who was elected to the presidency of 
the Staff in 1921, serving until 1933, when he 
was succeeded by Dr. J. Albert Chatard, who 
held the office until 1939. Dr. Chatard, still 
happily with us, was the treasurer of our Faculty 
for many years, and was its president in 1933. 
In 1939 he was succeeded by the present in- 
cumbent of the presidency of the Staff, Dr. 
Emil Novak. 


Seate 
Secor 
Thire 
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Fic. 7. Group picture of Staff in 1944, including many who are deceased. 
Seated First Row; left to right: Dr. A. H. Woop, Dr. J. T. O'Mara, Dr. Emit Novak, Dr. J. K. B. E. Srecar, Dr. H. R. 


Stack, Dr. J. A. CHATARD. 


Second Row: Dr. J. M. REEsE, Dr. I. J. SPEAR, Dr. FRANK Kirsy, Dr. Epuarp Novak, Dr. E. L. Fuippin, Dr. H. M. Rosin- 


SON, SR. 


Third Row: Dr. W. G. QUEEN, Dr. F. J. Geracuty, Dr. H. T. COLLENBERG, Dr. ARTHUR HEBB, Dr. J. C. Pounn, Dr. E. H. 


GAITHER. 


Fourth Row: Dr. H. B. MCNALLY, Dr. J. J. Erwin, Dr. G. E. SHANNON, Dr. W. J. SULLIVAN, Dr. C. P. CLautice, Dr. H. K. 


FLeck, Dr. J. T. Hissirtts. 


Stairway Left: Dr. J. A. Tompxins, Dr. C. BAGLEy, Jr., Dr. J. W. KATZENBERGER, Dr. D. P. Bowe, Dr. F. L. Bacui, Dr. 
T. E. Roacu, Dr. J. H. WILKErson, Dr. J. F. Hocan, Dr. T. R. O’Rourk, Dr. J. G. Lauxairis, Dr. W. R. GERAGHTY, 
Dr. L. L. Kuracki, Dr. L. C. Dopimat, Dr. C. J. Lusrnsxi, Dr. C. E. LEAcH. 

Stairway Right: Dr. A. F. Ries, Dr. S. L. Jonson, Dr. G. A. Knipp, Dr. A. H. CRowTHER, Dr. D. S. SHANAHAN, Dr. C. B. 
MarEk, Dr. J. M. Cottins, Dr. R. F. HEAty, Dr. F. T. Kyper. 


During its not very long career a great many 
of the city’s leading physicians and surgeons 
have been members of the Staff. Instead of 
trying to enumerate these even partially, a 
group picture of the Staff, though made as far 
back as 1944, will show many of these, includ- 
ing some who have been lost by death. On the 
other hand, the picture does not include a great 
many of the younger generation of physicians 
and surgeons who have been added to the Staff 
since 1944. 

The hospital has been singularly blessed by 
the succession of Sister Administrators who have 
guided its destinies throughout the years. To 
mention only the very first and the most recent, 


the hospital’s infancy was under the supervision 
of a remarkable woman, Mother Urban, and it is 
now under the equally capable direction of 
Mother Helena, well-known in the ranks of the 
hospital administrators in this area. 

For many years the hospital has been fully 
approved for interne training by the American 
Medical Association and the American College 
of Surgeons, and more recently by the Joint 
Accrediting Commission. Moreover, the hospi- 
tal has for a good many years been completely 
departmentalized, the major divisions being 
Medicine, Pediatrics, Surgery and Obstetrics 
and Gynecology. The present chief of the 
medical division is Dr. Frank J. Geraghty, 
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Fic. 8. Present major operating room. ~ 


while Dr. Ramsay B. Thomas is chief of pediat- 


rics. The chief of the surgical department for 
many years was the recently deceased Dr. George 
A. Stewart, with Dr. S. G. Sullivan the recent 
appointee to succeed him. Dr. Hugh A. McNally 
is the chief of the obstetrical department, and 
Dr. Emil Novak the gynecologist-in-chief. Like 
many other hospitals of its type, the hospital 


Fic. 9. Hall and stairway, as renovated by Ladies’ Aux- 
iliary. 


some years ago decided to concentrate on its 
largest service, that of obstetrics and gynecology, 
for full post-graduate residency training in this 
combined specialty, and this residency program 
has won the full four year approval of the Joint 
Accrediting Commission and of course of the 
American Board of Obstetrics and Gynecology. 
It is not surprising, therefore, that positions on 
this residency staff have always been in demand. 
In addition, the hospital has been fortunate, 
even in these days of the publicized “interne 
shortage,” in securing an adequate supply of 
internes each year. 

Until three years ago the nursing staff of the 
hospital came from two sources. One was made 
up of the Sisters themselves, all of whom are 
graduate nurses, educated in the Sisters’ Train- 
ing School, a fully approved school conducted 
by the hospital itself. The nursing force was 
supplemented by a selected staff of graduate 
nurses trained at other institutions, chiefly in 
Baltimore. 
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Three years ago an important event took 
place, in the creation of a lay nurses’ training 
school, which has won the official approval of the 
nursing standardizing bodies and which is 
housed in a beautiful new building across the 
street from the hospital itself. Under the capable 
direction of Sister Athenasius its standards and 
the ideal living conditions have already over- 
crowded its applications for admission to the 
classes. 

The hospital has been very fortunate in that 
ii has for many years had a Women’s Auxiliary 
of exceptional loyalty and helpfulness. Each year 
this faithful band of women workers has raised 
a large sum of money. For example, its one big 
benefit in 1954 yielded no less than $18,500.00 
to help in needed improvements, and over the 
years large sums have been raised through the 
hard work of these devoted members of the 
Auxiliary. 

Like every other hospital, there has been 
tremendous pressure for beds, especially in the 
post-war years, and the turn-over of patients 
has been very great. This is accentuated by the 
fact that the hospital stay of surgical patients, 
who form the bulk of most general hospital 
populations, has been so much shortened in 
recent years. During 1954 the total number of 
admissions to Bon Secours Hospital, with its 
less than 200 beds, was 6644, with over 2000 
deliveries, figures which are larger than most 
other hospitals in Baltimore except the two 
large teaching institutions. 

To round out this historical sketch, rather 
from the standpoint of the future than the 
present, mention may be made of the Thomas 
O’Neill Foundation, created by the late Thomas 
O’Neill, for so many years the head of one of 
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Baltimore’s leading department stores. He left 
a large estate to Mrs. O’Neill, with the provision 
that at her death the estate funds be divided 
into two parts. One was to go to the construction 
of a great new Roman Catholic Cathedral, and 
the other to the creation of a new hospital to be 
administered by the Sisters of Bon Secours if 
they would accept this trust. The funds were 
wisely invested following Mr. O’Neill’s death, 
and they became available just before World War 
II, when the widow passed away. 

It is believed that both the Cathedral and 
Hospital Funds are approaching the ten million 
mark. Plans for the cathedral are well under 
way, but the hospital is apparently still a dream 
of the future. It would be in poor taste to in- 
dulge in unauthoritative speculations about this 
future Thomas O’Neill Hospital, but it seemed 
worthwhile mentioning, as a supplement to the 
present brief account of the hospital which 
has been so successfully administered by the 
Bon Secours Sisters, who may be called upon 
also to administer the projected Hospital. This 
is not surprising, since it was these Sisters who 
gave nursing care to Mr. O’Neill and all his 
family. There would seem to be little doubt, 
as a matter of fact, that it was his gratitude to 
the Bon Secours Sisters which inspired in him 
the concept of founding a great new hospital 
and expressing his preference that it be ad- 
ministered by them. If this proves to be the 
case there would seem to be little doubt that the 
spirit of Bon Secours, best translated by “Kindly 
aid,” would pervade the O’Neill Hospital as it 
has the present Bon Secours Hospital. 


26 East Preston Street 
Baltimore 2, Maryland 
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SYSTEMIC INVOLVEMENT AND SYMPTOMATIC 
MANIFESTATIONS OF INFECTIOUS 
MONONUCLEOSIS 


FRANK J. GERAGHTY, M.D.* 


Practically all body systems have been in- 
volved by this disease and the diversity of 
symptoms is unlimited. Like tuberculosis and 
syphilis it can simulate many diseases and the 
physician must be alert to its diagnosis for it has 
assumed a more formidable character than was 
formerly believed. 

The disease may be sporadic or epidemic and 
what makes for its epidemicity is not known. 
Transmission presents puzzling features. Con- 
tagiousness is probably low and sudden out- 
breaks suggest the carrier as a possibility. It 
occurs at any age but most commonly between 
the years of 15 to 30. It has a variable duration, 
may be acute or chronic! and according to 
Harley? is as common in negro as in white 
children. 

The anginose type with cervical adenopathy 
and sore throat is symptomatically the com- 
monest. Contratto* reported it in 82 per cent of 
196 cases. The sore throat may precede the on- 
set, be associated with, or make its appearance 
after, the disease has been present for days. 
The outstanding feature of the throat lesion is 
edema in which the uvula and lymphoid tissue 
of the posterior pharynx are hyperemic and 
markedly swollen. If a follicular exudate is 
present it may suggest diphtheria and antitoxin 
has been given on occasions before the correct 
diagnosis was made. Ravenna and Snyder‘ de- 


*From the Department of Medicine. 


scribe this edema and note that laryngitis and 
laryngeal obstruction occur. Nose bleeding is 
extremely common. While enlarged lymph glands 
are a cardinal finding, location, size and time of 
appearance may all vary. Glandular enlarge- 
ment may be the only clinical manifestation 
and the earliest indication of the disease. They 
may remain enlarged for days, weeks or months. 
Suppuration of the glands is rare. 

Cough and chest pain occur frequently with 
the pain referred to the lower thoracic region. 
The symptoms referable to the respiratory tract 
are the result of changes in the mediastinal 
glands or lung parenchyma or both. The patho- 
logical engorgement of the hilar lymph nodes 
and the infiltration of the pulmonary interstitial 
tissue by atypical lymphocytes produce these 
symptoms. Roentgen findings have been de- 
scribed by McCort.5 

Cardiac signs and symptoms were considered 
unusual but the pathology of the disease, 
mononuclear infiltration, suggests that infiltra- 


«tive foci occur in most of the organs of the body 


and that the heart and vascular system par- 
ticipate in this morphologic change. Chest pain 


, referable to the heart has been reported as a 


symptom by Boehm, Rose and Barnes® and 
their electrocardiographic tracings showed a 
pattern which corresponded to acute benign 
pericarditis. Miller, Uricchio and Phillips’ re- 
ported 3 cases in which chest pain was the 


* complaint and pericardial friction rub was heard 
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Frank J. Geraghty 


and acute pericarditis was confirmed by elec- 
trocardiogram. Evans and Graybiel® describe 
pericardial friction rub and pericarditis with 
effusion. Candel and Wheelock? in discussing 
, honspecific myocardial changes mention T- 
wave alteration that may occur in infectious 
mononucleosis and Logue and Hanson’? pro- 
longation of the P-R interval as occurring in the 
disease. Geraghty" reported acute myocarditis. 

The involvement of the central nervous system 
may be manifest by any one or any combination 
of the following symptoms: Headache, drowsi- 
ness, impaired memory, ptosis, ataxia, poor 
articulation, facial weakness or paralysis, double 
vision and difficulty in swallowing or chewing. 
Paralysis of the legs” occurred with an al- 
bumino-cytologic dissociation so characteristic 
of infectious neuronitis. Convulsion may be the 
prominent symptom. When the nervous system 
is involved a variety of clinical patterns may 
appear, e.g. acute meningitis, diffuse encephali- 
tis, meningoencephalitis, a polyneuritis, like 
the Guillain-Barre syndrome, or an_ isolated 
peripheral neuropathy. Freedman, Odland and 
Cleve report on a 21 year old airman in the 
service who had a generalized convulsion, posi- 
tive Babinski, Chaddock and Oppenheim signs on 
the left and whose electroencephalogram showed 
a diffuse encephalitis, which graph returned to 
normal on recovery. While pleocytosis and 
increased spinal fluid pressure have been noted 
frequently these authors lay claim to being the 
first to obtain a positive quantitative hetero- 
phile agglutination test on the cerebrospinal 
fluid. Permanent damage to the nervous system 
: has been observed by Motto."* Psychotic fea- 
tures'®> may usher in the disease and confusion, 
indecision and irrationality be the presenting 
_ symptoms. Ocular symptoms pointing to the 
central nervous system may be present with few 
clinical findings and no spinal fluid chemical or 
pressure changes. Such a patient was seen by 
Ashworth and Motto!® with bilateral papilloret- 
inal edema of 3 diopters and no other objective 
findings. Retrobulbar distress on movement of 
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the eyeballs and pain in the eyes was the major 
complaint. This eye distress is common in 
infectious mononucleosis and is often associated 
with tenderness when pressure is made on the 
eyeballs. 

The basic pathology to explain the multi- 
plicity of symptoms has been summarized by 
Allen and Kellner” in their autopsy report: 
“The lesion consists essentially of a focal in- 
filtration of mononuclear cells including vari- 
able numbers of small lymphocytes which in 
some cases crowd out and replace the normal 
parenchyma. The central nervous system shares 
with the other viscera the generalized involve- 
ment in infectious mononucleosis.” 

The liver may or may not be enlarged. It is 
less commonly enlarged than the spleen. Jaundice 
is a common finding since first noted by Mackey 
and Wakefield'*** and may occur in the presence 
or absence of an enlarged liver. Portal fissure 
glandular enlargement no longer explains the 
cause of jaundice. Liver biopsy and functional 
studies point to a hepatocellular and cholangiolar 
type of liver damage as the causative factor. 
Liver damage occurs to some extent even in the 
absence of jaundice.?> In fact, Leibowitz and 
Brody*® present clinical, chemical, liver biopsy 
and post-mortem studies in support of their 
claim of infectious mononucleosis as a cause of 
portal cirrhosis. 

Abdominal pain may be the presenting symp- 
tom, with or without vomiting and diarrhea, 
and be due to a gastroenteritis. Examination of 
the abdomen will show an enlarged spleen in 
approximately half of the cases. Splenomegaly 
occurs in seven to ten days after onset and may 
descend three inches below the costal margin. 
If palpable it may remain enlarged for weeks or 
months. Spontaneous rupture of the organ is a 
serious complication.”: > As a cause of spon- 
taneous splenic rupture the disease is exceeded 
only by recurrent- malaria. Mononucleosis has 
assumed the appearance of and been diagnosed 
as acute appendicitis.” 

Lumbar pain, polyuria, red and white blood 





~ 


642 


cells in the urine with albumin and casts occur 
as findings of a complicating nephritis. This 
usually occurs in the first two weeks and may 
be ushered in by hematuria. Neither edema nor 
nitrogen retention is a finding. Kidney function 


“is unimpaired and recovery is usually rapid. 


’ This complication occurs in 6 per cent of cases. 


Lumbar backache may suggest the possibility 
of pancreatitis. Increased serum amylase and 
lipase may be of value in determining this 
complication. Mybre and Nesbitt®® believe 
pancreatic involvement or pancreatic duct ob- 
struction due to lymph node enlargement can 
explain these serum chemical changes. 

The skin may be the source of the disturbing 
symptoms and the cutaneous lesion may assume 
either an urticarial, scarlatiniform, vesicular, 
erythema nodosal or a purpuric character.*!: * 

When the disease is suspected a diagnosis 
must be made not only on the clinical picture 
but also the blood findings and the serologic 
reactions. 

The blood study may be normal for red cells, 
hemoglobin and platelets. The white blood cells 
vary in number and character with the stage of 
the disease. In the early stage the leukocyte 
count may be normal or subnormal with the 
polynuclears normal or increased. After 6 to 10 
days there is a marked leukocytosis with a 
decrease in polynuclears and 50-90 per cent of the 
large characteristic cells of the lymphocytic 
group. These characteristic abnormal “leukocy- 
toid lymphocytes” are usually present in the 
blood of the patient when first seen. They di- 
minish over a period of weeks or months. The cells 
may vary in size, shape and staining properties 
and may range from a small lymphocyte to a 
monocyte. The bone marrow will show an in- 
crease in these lymphocytes and though Limarzi, 
Paul and Poucher* did not feel the marrow was 
involved, Hoyde and Sundberg* found a granu- 
lomatous inflammation of the marrow in 48 
per cent of their 23 cases and evidence of bone 
marrow involvement in 70 per cent, and lympho- 
cytosis of the marrow as well as the peripheral 
blood in all the cases. Thrombocytopenia,*® 
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eosinophilia** and acute hemolytic anemia* have 
been described in the disease. 

In addition to the multisystemic involvement 
mononucleosis has been found to coexist with 
sickle cell anemia,** syphilis,** typhoid fever,*° 
scarlet fever,*! chickenpox,” diphtheria* and 
to produce false positive serological tests for 
syphilis (Wassermann, Kahn, Eagle Floccula- 
tion) and agglutinins against B. typhosus,* 
B. melitensis” and Proteus X-19 and Proteus 
OXK.*! 

The sheep cell agglutination or Paul-Bunnell 
test is of great value in the diagnosis. The serum 
of these patients contains agglutinins against 
sheep red blood cells in high titer and is positive 
in 90 per cent of cases. The test is most com- 


smonly positive between the 12th and 21st day 


of the disease and may remain positive for 2 to 
4 months or longer. Some investigators say 
1-160 titer must be obtained for a positive test. 


4A rising titer, however, is the best criterion. 


Absorption tests with guinea pig kidney and 


“beef red cell antigen suspensions are indicated to 


exclude Forssman antibodies in diseases other 
than mononucleosis and to differentiate serum 
sickness agglutinins. 

In uncomplicated cases prognosis is favorable 
and recovery takes place in 3 to 4 weeks. Recur- 
rences have occurred.* 

Treatment is not as yet specific. Pooled 


,human blood plasma, gamma globulin, pooled 


human convalescent scarlet fever serum, sul- 
fonamides, penicillin, aureomycin and _ chloro- 
mycetin have all been used. Symptomatic 
treatment is indicated except for care of the 
surgical complications. 
3047 St. Paul Street 
Baltimore 18, Maryland 
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THE RUPTURED APPENDIX IS STILL WITH US 


EDWARD J. KRIEG, M.D.* 


Since the introduction of the antibiotics, 
statistical studies have appeared frequently in 
medical literature stressing the lowered mor- 
tality of ruptured appendix and its sequelae when 
treated with the various new drugs. This series 
of cases confirms this fact but stresses one 
important feature which is generally overlooked. 
That is, the ratio of ruptured appendices to 
hospital admissions for appendicitis has varied 
insignificantly over a twenty-year period and 
attention should be directed to lowering this 
still serious and common disease. 

The following table represents a study of 
86,189 general admissions to Bon Secours Hos- 
pital over the twenty year period from 1935 
to 1955. The total number of appendicitis admis- 
sions studied was 5,706; the figures are presented 
in five year groups and are an average mean. 

















Year | A | B | Cc 
1005-1008... : 2... | 3.62% | 7.86% 19.34% 
1940-1944... . | 10.80% | 5.10% 8.66% 
1945-1949 | 5.80% | 5.14% 1.80% 
1950-1954. . | 4.42% 6.37% 2.38% 

| | 
Total cases aes{ yO | 364 35 
Legend 


Column A—ratio of appendicitis admissions to total ad- 
missions. 

Column B—ratio of ruptured appendices to appendicitis 
admissions. 

Column C—ratio of fatalities to ruptured appendices. 


The death rate as indicated in Column C 
shows an obvious decline after the introduction 
of the new drugs in 1940 in this institution, and 
the figures for the ten-year period of 1945 to 
1955 compare favorably with those of investi- 
gators elsewhere. 

As previously mentioned, the ratio of ruptured 
appendices to hospital admissions for appendici- 
tis as seen in Column B of this study has made 
little or no significant change during the entire 
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twenty years. A study of these patients’ his- 
tories was made in an attempt to determine why 
they had not entered the hospital before the 
disease had reached such an advanced state. 
In most instances the onset of the disease was 
insidious. The patients usually tried home 
remedies suggested by friends and relatives. 
Very few sought competent medical advice 
until the symptoms had become profound in 
nature. Reasons such as fear of surgery, dietary 
indiscretions, ignorance of appendiceal signs, 
or previous attacks which had been treated with 
“freezing” were commonly noted as the motive 
for procrastination in seeking professional care 
in the early stages of the disease. Practically 
all cases received definitive surgery of an emer- 
gency nature within hours after admission to the 
hospital. 

It is therefore reasonable to assume from this 
study that the public, despite all that has been 
written popularizing the signs, symptoms, and 
course of appendicitis is still apathetic where 
serious medical symptoms are present, whether 
they be those of carcinoma, tuberculosis, or 
appendicitis, and only by changing this attitude 
through constant education will this problem 
be reduced in magnitude. 


SUMMARY 


A statistical study over a twenty-year period 
of the Bon Secours Hospital records indicates 
that there has been a definite drop in the 
mortality of appendicitis since the introduction 
of the antibiotics in this institution in 1940; 
however, the rate of ruptured appendix as 
compared to admissions has varied only an 
insignificant amount. It is advocated that the 
public be educated to present themselves for 
medical treatment earlier in the disease to lower 
the incidence of ruptured appendix. 

510 N. Chapelgate Lane 
Baltimore 29, Maryland 
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PELVIC EXAMINATION—-WHAT PRICE HAND? 


CHARLES B. MAREK, M.D.* 


During my Medical School days and my 
resident training in Gynecology, it was indelibly 
impressed upon me that the left hand was the 
proper one to employ in any pelvic examination. 
just why this should be so, was never quite 
‘lear to my mind, yet I followed instructions 
implicitly and performed my examinations 
conscientiously without even as much as ques- 
‘tioning the tradition of my peers. Frankly, 
however, on many occasions it was difficult 
ior me to feel the right side of the pelvis with 
imy left hand and I was tempted to use my 
right hand many times, but always I would 
resolutely refrain from such temptation and 
stubbornly complete the examination with my 
left hand. Not too infrequently, this maneuver 
left much to be desired, for though it was my 
opinion that I could feel the left side with 
considerable accuracy, very frequently I could 
not visualize with any degree of certainty just 
what I was palpating in the right side of the 
pelvis and I experienced the bitter chagrin of 
failure to make a correct diagnosis, simply 
because I would let my pride rule my fancy. 

It wasn’t until I had begun practicing the 
specialty of Gynecology and was safely in the 
sanctity of my own office that I had the temerity 
to deviate from the long established custom 
and attempt an examination with my right 
hand. Immediately, it seemed as if a whole new 
horizon had unfolded itself before me and it 
enabled me to discern pathology which pre- 
viously had been very elusive to the fingers of 
my left hand. There was no comparison in the 
tactile accuracy for the right side of the pelvis 
but I noted at the same time, that it was not 
quite so easy to feel the left side of the pelvis 
with the right hand. Therefore, I concluded that 
in cases of doubt, it would be more prudent to 
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utilize both hands, since there are few who will 
not agree that it is easier to feel the left side of 
the pelvis with the left hand and the right side 
of the pelvis with the right hand and therefore 
more rational and accurate to employ both. 

While it is perfectly true that experienced ex- 
aminers have little difficulty evaluating the 
pelvic organs by use of the left hand only, there 
appears to be no more reason for perpetuating 
this somewhat desirable technique than there is 
for the persistence of the old gynecological 
guild mark of making a straight cut with a 
curved scissors. In the diagnosis of disease, 
much more progress could be made if we were to 
discard outworn ideas and ancient techniques. 
There is no other field of medicine where the 
organs involved are so accessible to inspection 
and palptation, so why not make the best of it. 

The examiner should accustom himself to the 
use of the fingers of either hand in the vagina. 
Both vaginal hand and the abdominal hand 
should be active participants in the palpation. 
The elbow of the examining hand should rest 
against the examiner’s hip and pressure should 
be made by applying the weight of the body to 
the elbow. Deep vaginal penetration is accom- 
plished by pressing against the rectum and 
perineal body, rather than against the sym- 
physis, so as to avoid pain. Then with the pa- 
tient’s hands folded on her chest and breathing 
with her mouth open, the external or abdominal 
hand gently applies pressure, while the vaginal 
fingers palpate first the uterus and then the 
adnexae between the fingers of the two hands. 
The adnexae are not usually felt by the external 
hand unless unusually enlarged, and one literally 
traps the ovary between the fingers and the side 
wall of the pelvis after squeezing it away from 
the uterus. 

Bimanual examination was introduced by 
Puzos in the 18th century and is still relied 
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upon to determine the state of the internal 
organs as the most satisfactory means of ob- 
taining information regarding these tissues. 
Perhaps there is no single examination or 
maneuver which serves a more useful purpose. 

Although less emphasis is now being placed 
on the vaginal hand, there were times when the 
employment of the right hand in the vagina 
would have branded one as a reactionary, 
bringing down on his head the wrath of all his 
good friends who utilized the left hand. 

One was told that it was more practical to use 
the left hand in the vagina for the following 
reasons: 

1. It left the right hand free for instrumenta- 

tion and abdominal manipulation. 

2. Left sided lesions were more common. 

3. Tactile sensation is ‘more highly cultivable 
in the virgin field of the left hand than 
in the right. 

4. The right arm is stronger and can better 
overcome the resistance of the recti 
muscles. 

I think that everyone will appreciate the 
fallacies of these claims and the logic on which 
they are based. 

In the first place, I cannot fathom how in- 
strumentation can be carried out very well while 
having the left hand in the vagina; moreover, 
insertion of the speculum can be accomplished 
just as easily with the gloved right hand as with 
the bare hand. Secondly, it is an established fact 
that the incidence of pathology on the left and 
right side of the pelvis is relatively the same. 
There are few that will take issue with this 
statement, but even so, I feel fully confident that 
even these will agree that the percentage dif- 
ference is so slight that it does not warrant 
arguing the point. Thirdly, there is no reason to 
believe the theory that the tactile sense should 
be more easily cultivable in the left hand when 
usually the right hand is employed for most 
duties and usually is the most sensitive. And 
finally, it is an established fact that in women 
with well developed abdominal muscles, it is 


impossible to palpate the pelvic organs if she 
chooses to resist, regardless of the strength of 
the right hand. By the same token, much dif- 
ficulty can be encountered in overcoming the 
resistance of the perineal muscles as considerable 
pressure can be exerted to prevent invasion. 

It occurred to me that there were probably 
many others like myself who have found right 
handed vaginal examination a valuable adjunct 
in exploring the pelvis. The subject has been 
on my mind for several years, the situation 
carefully studied and questionnaires were sent 
to leading Gynecological and Obstetrical special- 
ists so that their opinions could be obtained. 

The compilation of these statistics were very 
enlightening and in essence were as follows. 

As a general rule, those who practiced Ob- 
stetrics only, almost invariably utilized the 
right hand both for rectal and vaginal ex- 
amination. 

Approximately 50% of those who practice 
Gynecology with Obstetrics, employ the 
right hand for pelvic examination. 

A great majority of Obstetrical and Gyneco- 
logical specialists who used the left hand 
for pelvic examination exclusively, by some 
paradox, employed the right hand for 
rectal examination to determine the dilata- 
tion of the cervix, station of the head, etc. 

Among specialists limiting their practice to 
Gynecology, only 60% used the left hand 
exclusively, 15% employed both the left 
and right hand when necessary and 25% 
utilized the right hand routinely. 

It appears to me that every Gynecologist must 
decide for himself which hand is the most 
adapted to his own individual use and not 
depend on tradition, habitual practice, or 
custom. Each person is an individual with 
predilections of his own. Needless to say, the 
hand which most often established the correct 
diagnosis will be employed most often by that 
particular Gynecologist. The man who has the 
courage to discard sentiment and tradition in 
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favor of accuracy and dexterity, may find a 
whole new avenue of pathology unfold before 
his very hand. 


CONCLUSIONS 


1. There seems to be no conclusive evidence 
to support the view that left handed pelvic 
examination is more accurate or acceptable. 

2. In questions of doubt, it is more prudent 
to employ both hands for vaginal examination 
since the right side of the pelvis is more accessible 
to the right hand and the left side can best be 
felt by the left hand. 


3. Contrary to accepted opinion, approx- 
imately 50% of physicians practicing Gynecology 
and Obstetrics utilize the right hand primarily 
for pelvic examination. 

4. Obstetricians invariably use the right hand 
for rectal and vaginal examination. 

5. Each physician should decide for himself 
which hand is the most dexterous and should 
employ it routinely for pelvic examination, 
except in cases of doubt, when both hands should 
be utilized. 

605 Medical Aris Building 
Baltimore 1, Maryland 


TENDON FREEING—CASE REPORT 


WILLIAM J. McCLAFFERTY, M.D.* 


The surgeon’s approach to a case of severed 
flexor tendons of the hand is often accompanied 
by an attitude of pessimism. A feeling of de- 
featism in such cases is more or less understand- 
able and justified because of (1) the all too 
common poor results; and (2) the lack of una- 
nimity of opinion on the part of the experts as to 
how the severed flexor tendon should be treated. 

Should the freshly severed tendon be repaired 
primarily? Should all severed tendons have a 
delayed secondary repair? Does the number of 
hours which have elapsed since the time of 
injury supply the answer? Is it better to use a 
tendon graft primarily or would an end to end 
anastomosis be preferable? What type of suture 
material? Silk? Wire? Pull-out wire, with or 
without a barb? Should immobilization be 
maintained for three weeks? 

The answers to these questions, in the opinion 
of the writer, lie in the application of whichever 
sound surgical methods have been found best 
suited to the individual surgeon. 

The frequency of poor results following tendon 
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repair is due not so often to the failure of the 
severed ends to unite but much more to the 
formation of adhesions at the site of repair. An 
adherent tendon cannot glide and therefore 
cannot function. 

Another factor in the ultimate results in 
tendon surgery is cooperation on the part of the 
patient. It is difficult to get a good result in a 
patient who refuses to do anything except carry 
his hand around like a prosthesis. 

The following case is presented in an effort to 
show that a poor result following primary tendon 
repair is not necessarily hopeless. 


Case R. M. Aged 23. Mechanic. On 6/8/54 this patient 
presented himself shortly after having caught his right 
hand in a power saw. Examination revealed a deep 
jagged laceration across the palm near the base of the 
index finger. There was a second similar laceration in 
the thenar eminence near the base of the thumb. All 
ability to flex the index finger and thumb was lost. 

The patient was taken to surgery without delay. The 
hand and forearm were prepared in the usual fashion 
and a blood pressure cuff tourniquet was applied to the 
arm. Under local 1% procaine anaesthesia the wounds 
were thoroughly cleansed and debrided. It was found 
that both flexor tendons to the index finger had been 
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severed and also that the flexor pollicis longus tendon 
had been severed. No difficulty was encountered in 
securing the proximal ends. The flexor digitorum sub- 
limis tendon to the index finger was excised. An end to 
end anastomosis between the freshened ends of the 
flexor digitorum profundus was executed with black silk 
sutures. The freshened ends of the severed flexor pollis 
longus tendon were then approximated with the use of 
a barbed pull-out wire. Both wounds were closed with 
interrupted black silk sutures without drainage. The 
hand was immobilized in position of flexion with the 
fingers in position of rest. Aureomycin 250 mg. every 4 
hours was ordered. 

On the 12th post operative day the skin sutures were 
removed without disturbing the position of immobiliza- 
tion. No infection was noted. On the 21st day the barbed 
pull-out wire was removed, mobilization started and 
instructions in exercises given. 

After an interval of eight weeks it was obvious that 
the patient’s hand had reached maximum improvement. 
The result was disappointing. Flexion ability in the 
thumb was about zero. Flexion ability in the index finger 
was present but only thirty per cent of normal (not 
much use to a mechanic). 


On 9/2/54 the patient’s hand was re-opened. It was 


planned to do tendon grafts. Sodium pentothal anaes- 
thesia and a tourniquet were used. The index finger was 
incised medially from the distal joint into the palm, the 
incision following the flexion crease of the palm. The 
thumb was incised medially from the distal phalanx 
into the thenar eminence following the natural course of 
the thenar region in the palm. When the tendons were 
exposed it was found that both the flexor profuncus to 
the index finger and the flexor pollicis longus had 
healed solidly. However, at the site of anastomosis in 
both tendons the tendons were densely cemented to the 
surrounding tissues by firm adhesions for a distance of 


about an inch. No motion was possible in the tendons 
at the adherent areas. The tendons were sharply dis- 
sected free from the scar mass so that proximal tension 
on the tendons caused desired flexion of the digits and 
distal tension produced free gliding action. The wounds 
were closed with black silk and a small wick used for 
drainage. The hand was bandaged lightly. 

When the patient reacted from the anaesthetic he was 
asked to make a fist. He was so delighted to be able to 
flex his fingers and thumb again that further cooperation 
on his part was never a problem. He was instructed to 
flex and extend his fingers as often as he could think 
about it. And he did. 

Acthar Gel, 1 cc, was given for the first three post 
operative days and Combiotic, 2 cc., was given daily. 

The patient returned to work as a heavy equipment 
mechanic six weeks after the second operation and has 
worked steadily every since. 

Figure I shows the excellent result obtained in this 
case. The pictures were taken seven months after the 
tendon freeing operation. 


SUMMARY 


A case is presented to show again that ad- 
hesions are the bug-bear of tendon surgery in the 
hand. Perhaps the repair of a severed tendon 
should be looked on as a two-stage affair, first 
the primary suture, and secondly the freeing of 
adhesions. 

The excellent result in the case presented was 
due in large measure to the ability and willing- 
ness of the patient to cooperate. 


1114 St. Paul Street 
Baltimore 2, Maryland 
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THE POST-CESAREAN SCAR 


HUGH B. McNALLY, M.D. anp VINCENT DeP. FITZPATRICK, M.D.* 


Tissue insult to the pregnant uterus as the 
result of surgery results in the formation of a 
scar which shows little or no evidence of accom- 
panying muscle regeneration or proliferation. 
Persistent repetition of such surgery, as in the 
patient with multiple sections, could lead to 
partial frustration of complete healing attempts. 
This could result in a weakened area of scar 
tissue. This fact forms the basis of the well- 
known fear of rupture of the scar in subsequent 
pregnancies. 

Because of this fear it has become a common 
practice among obstetricians to sterilize by one 
means or another the patient who has had two 
or three cesarean sections. Such practice has 
been carried out through many years without 
adequate clinical proof that there is a propor- 
tionately increased risk of rupture in the patient 
who is subjected to more than three sections. 
Conjecture, rather than demonstrable pathology 
has been the indication in the handling of the 
vast majority of patients whose childbearing 
career has been abruptly terminated in this 
manner. 

Cosgrove believes there should be no limit to 
cesarean sections provided the integrity of the 
uterus is maintained. The judgment of this 
integrity, namely the presence or absence of a 
deficient scar, can be the subject of considerable 
differences of opinion. 

We have endeavored to report clinical experi- 
ence on this subject and, by virtue of a survey 
of 18 American and 2 Irish hospitals, have 
accumulated 130 patients who have had four 
or more cesarean sections. This group had 
464 previous sections and 44 previous vaginal 
deliveries. 

A total of 32 defective scars are reported (table 
1). In spite of such a diagnosis 24, or 70.58%, of 
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these uteri were not removed and were con- 
sidered safe to carry on another pregnancy. This 
indicates confusion as to what constitutes a 
defective scar and what degree of weakening of 
the scar must be attained to justify hysterec- 
tomy. A positive diagnosis of defective scar 
should lead to a diagnosis of pathological uterus 
and be followed by hysterectomy. No such 
diagnosis should be made if the uterus is allowed 
to remain. 

We suggest that the uterine wall at times 
presents a thinned area of muscle elements 
which could be normal structure for that uterus 
and not a defective scar at all. Connective tissue 
formation after incision into the pregnant 
uterus is greater than after incision into a non- 
pregnant uterus thus an old line of incision may 
look like a defective scar. It is fallacious to hold 
that visible scar is synonomous with defective 
scar under these circumstances (table 2). 

These so-called thin-appearing areas could 
well account for the high percentage of thin 
and wide scars reported in this series, 16 in a 
total of 32. In this group of thin and wide scars 
75% of the cases had labors of various lengths 
(table 3). 

Previous infection has been blamed as con- 
tributing to the deficiency of section scars and 
has been termed to be an important indication 
for subsequent section and sterilization. Indeed 
it has been judged in many clinics that if the 
first post-cesarean course was febrile to any 
extent then the maximum limit allowed the 
patient should be two cesarean sections. 

The previous morbidity in this series involved 
36 cases in 464 previous sections. One third of 
these are related directly to the defective scars 
reported observed at the time of the last section. 
Four justified hysterectomies, as will be seen 
later, gave a positive history of previous infec- 
tion. 
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TABLE 1 
Defective Scars 

ONE See A ee theo a eee 32 (24.61%) 
Tie BU PEMITOW ONES. 55 ois 11 

"TH ORG we CRED. <3... oss osc deca en 16 

Sie MORI S oe rata ty eee 3 

TONE MPO Sica oo mca kas oe toss 2 





From these figures we conclude that infection 
does not always lead to a defective scar, that 
defective scar does not depend on previous 
infection and that the degree of deficiency of the 
scar does not seem to have a direct relationship 
to the severity of the infection. However, pre- 
vious infection is something to be reckoned with 
under these circumstances, but it would seem 
that a fairly high percentage of these could have 
been prevented with antibiotics. 

Many believe that subsequent labor weakens 
a section scar and that the danger of rupture 
under such circumstances outweighs the risks 
inherent to the performance of repeat section. 
From this series, we are forced to conclude that 
distention and not labor seems to be the guilty 
cause, as no cases of rupture had labor. 

It may be of interest to note that 8.66% of the 
deliveries in this series were accomplished by the 
vaginal route. Some could have been the initial 
delivery, some could have followed an original 
section while others could have followed a section 
which, in turn, followed a vaginal delivery. Thus 
some patients were probably sectioned for inter- 
current pathology after original delivery through 


TABLE 2 
Scars and Infection 





PRIN Font ec ere haat ola ran Cape coe ae 6 


MSI (<4 SSS Se ian eee) wieder s paleo ¢ 4 
SR IER Steichen RRR TN ae 1 
RIUORE 6 55S haute bam emi atain ties 1 
MARINA oS co ee Ree a RC ee eee RoE. 3 
DIR IN oe be SOS pen ee eee 3 
ee MUNIN 6S os 4 oc ds Sac Cg Se Re 2 
RRR iss oe acs seas vn Bae Ory Z 
NII See re es ce iota oo cmt y ears ac 1 





Ne aMEMC NINE 2h 7 lady Ee LUE EW Se RE eee 1 





The Post-Cesarean Scar 


TABLE 3 
Scars and Previous Labor 





Palit Mile CMMEBOW Ss ors ek ss Sears Dane ae th See aetes 11 
PUOUTOUSNWON 5 oS See Sekt a/c, Soeleecing eee LN 5 
Wed, bee MAD OL eee eis oP ea tr eee wid eels 4 
TPO AUINON So oie a slo bs Lea ee OS 2 

PRI GAA WIOE st hc elec ies © cob ise es BT pte cio uae 16 
TRO TEV ROR SN usenet davis deg aus dane eeees qd 
OMY PROV WADOP SS = £59 aes basses Cake ae 4 
CAN DNOV IOR ooo Uh acne ye Re eae 2 
TE POU TAANIOE 55. abe s.glied 575 wisisla-ace § 4 ye maleate wore 5 
MINOT, AMOGE 9 ox cece 6 Sense eels Nao oS bare Be 1 

OIA RE BPRICE oes cone a's Sconces ae AE GNES Vate ceaS 3 
DRO ES eigen pete ee enemas sinks 1 
Rae DIR, CMON ce 0S: o le eis sae eee kas 1 
COCR or a | °C" ea a ENED oR 1 

Uda CON CR cio 2 23 Wie cco ete rinse Setcsind Gena 2 
[Ler a ai) Sa ee oe Re er re 1 
MME PECUHINNOE 2608. Scat some ee Sth oe eae 1 





the pelvis and, in the absence of a repetition of 
such pathology reverted back to pelvic delivery 
only to be sectioned later because of distrust 
of the section scar. ° 

There were 3 ruptured uteri in this series all 
occurring prior to the onset of labor (table 4). 
One was minor and was repaired. One did not 
occur through the site of the previous section, 
but ruptured through the area of closure of a 
hemihysterectomy performed 20 years pre- 
viously. There were no maternal deaths accom- 
panying ruptured uterus and one baby survived. 
This experience recalls to mind the statement of 
Cosgrove that rupture, when it does occur is not 


‘always catastrophic. 


There were ten hysterectomies performed 
giving an incidence of 7.69% (table 5). Three 
uteri removed by subtotal hysterectomy, were 
considered normal by the pathologists. If we are 





TABLE 4 
RUterea Oo rer8 2s ec ee 3 (2.30%) 
a—Ruptured Cesarean Scar................. 1 (0.73%) 
b—Ruptured Hemihysterectomy Scar........ 1 (0.73%) 


c—Minor Ruptured Cesarean Scar-repaired... 1 (0.73%) 





All between 36-40 weeks. 

No labor this section. 

No previous vaginal deliveries. 

One mild previous post-section infection with case b. 
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TABLE 5 
Hysterectomy—10 (7.69%) 
. | | Labor | 
Se | ace | ve | TpePe | ur | TART | aype sar | aypeniont.| Raz | feel | natn. | Bey: | Matera 
pg | | 
| | 
4 | 31-35 | 52 | unk. | unk. 0 T&W | total 0 | good scar | 0 good 
4 |36-40| 53 | LT. | unk. | © | T&W | subtotal | 0 | good | nor. uterus | 0 | good 
4 | 41-45; 50 plastic & | 36-40 0 dehis. | subtotal + | still born | laceration + good 
fo EAE, | | long | | 
4 | 26-30| 54 class | 36-40 0 dehis. | subtotal | + | stillborn} laceration | 0 good 
long | 
4 | 41-45 55 | class | unk. 0 T&W | subtotal | 0 | good none 0 good 
5 | 31-35 | 52 | class | unk. 0 T&W | subtotal | 0O | good scar | + good 
5 | 26-30} 52 | class | unk. 0 T&W |; subtotal | 0 | good nor. uterus | + | good 
5S | 31-35 | 52 | unk. | unk. 0 0 | subtotal 0 | good | nor. uterus | 0 good 
5} 36-40) |: .S2- | E28: unk. 0 dehis. | subtotal | 0 | good | scar fibrosis + | good 
| short | | | | | 
10 | 41-45 | 51 | class | unk, 0 | T&W | subtotal | 0 | good | scar fibrosis | + good 
| ' u uy 








going to rely on their judgment then there were 
only 7 justified hysterectomies comprising 5.07% 
of the total patients. These involved four with 
the fourth section, two with the fifth section, and 
one with the tenth section. Of these 7 there were 
three thin and wide scars, two with ruptured 
uterus, one with short dehiscence, and one with 
thin and narrow scarring. Four had previous 
classical operations, two had laparotracheotomy 
and one unknown. As mentioned before, four 
had previous morbidity. 

There was only one fetal loss directly attribut- 
able to the hazards of multiple section delivery. 
This was the one baby found free in the abdomen 
after rupture through a previous section site. 
There were no maternal deaths in this hysterec- 
tomy group. 

One might speculate on the number of uteri 
removed which, if left alone, could have safely 
carried another pregnancy. There were three 
which definitely could have fulfilled this task— 
the three normal uteri. Two could not—the 
ruptured uteri. 

This leaves five uteri the integrity of which 
could be subject to differences of opinion. Of 
these five there was one with no accompanying 
pathologist’s report, two diagnosed as “‘scar- 
fibrosis” and two simply diagnosed as “scar.” 
One might safely assume the “scar-fibrosis”’ 


specimens to have deficient and dangerously 
weakened structure, but what would one say of 
the “scars’’? 


1008 Winding Way 
Baltimore 10, Maryland 
(Dr. McNally) 

1120 St. Paul Street 
Baltimore 2, Maryland 
(Dr. Fitzpatrick) 
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FUNCTIONAL UTERINE BLEEDING 


EDMUND R. NOVAK, M.D.* 


Functional uterine bleeding is an extremely 
common and frequently distressing problem to 


both the patient and her doctor. This type of - 


hemorrhage would seem best defined as bleeding 
in the absence of any causative lesion in the 
uterus. Although the greatest number of such 
cases occur in the immediately pre-menopausal 
era, it is found not infrequently at any age or 
stage of menstrual life, and actually it is by no 
means rare to see bleeding, apparently functional 
in nature, in the post-menopausal era. Post- 
climacteric bleeding, however, seems a particu- 
lar entity and should be considered as a different 
mechanism than the usual types of functional 
bleeding. 


* From the Department of Gynecology. 


While the bleeding is characteristically of 
menorrhagic type, metrorrhagia is also frequent, 
and the two types of bleeding are often com- 
bined (menometrorrhagia). The bleeding is of 
varying degrees of severity, sometimes occurring 
as a very free menstrual flow which may be only 
slightly prolonged above the normal duration, 
while in others it can be very profuse and con- 
tinue for many weeks, one flow virtually running 
into the next. The same variations are noted in 
the degree of intermenstrual bleeding when this 
is present. In the very severe grades, the patient 
may become extremely anemic, even exsan- 
guinated, and, in rare cases, bleeds to death. Pain 
is characteristically absent with bleeding of the 
functional type. 
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Mechanism: In seeking for an explanation of 
functional bleeding, one must remember that it 
represents a disturbance of the normal menstrual 
mechanism, but that the latter is not always the 
same, if one includes the so-called anovulatory 
cycle within the definition of menstruation. It is 
well recognized that anovulatory cycles are far 
less frequent than those of ovulatory type, but 
that their incidence is highest at the two extremes 
of menstrual life; in other words, at just those 
ages at which functional bleeding is most 
frequent. Ovulation frequently ceases many 
months or even years before the actual meno- 
pause, as modern methods of endometrial 
biopsy have amply demonstrated. Again, ovula- 
tion is not infrequently inaugurated months or 
occasionally years after the menarche. 

The anovulatory cycle is to be looked upon as 
an incomplete one, and one whose mechanism is 
less stable and more readily disturbed than the 
ovulatory. Due to a rather nebulous pituitary 
dysfunction, there is a resultant failure to 
ovulate with persistence of one or more follicles 
actively secreting estrogen and thus subjecting 
the endometrium to an abnormally prolonged 
and excessive stimulating effect, with the fre- 
quent production of an exaggerated growth 
picture which pathologists designate as Swiss 
cheese hyperplasia. In other cases, the growth 
effect is less pronounced, but the common 
denominator is failure to ovulate with no corpus 
luteum or progesterone secretion and a resultant 
unopposed estrogen stimulation. Hyperplasia 
may also be found in post-menopausal women, 
and the source of the inciting estrogen is 
uncertain. There is definite evidence, however, 
that the adrenal gland is capable of estrogenic 
secretion and more recent speculation has cen- 
tered on hyperplastic ovarian stromal cells as a 
possible source of production even in the cli- 
macteric era. On occasion, more proliferative 
active forms of hyperplasia are found which may 
be difficult to distinguish from true adenocar- 
cinoma and which are felt by many to be pre- 
cursory to genuine endometrial cancer.! 
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In the menstrual era, however, the alternation 
of bleeding and non-bleeding phases is brought 
about by periodic drops in estrogen level as a 
result of the reciprocal functional inter-relation- 
ship between the pituitary and the ovaries. 
For example, when the estrogen level reaches 
a sufficiently high point, the foilicle stimulating 
hormone (FSH) of the anterior hypophysis 
is inhibited, this in turn inhibiting follicle 
growth and shutting off further estrogen produc- 
tion, with resultant bleeding. The endome- 
trium does not bleed so long as it receives a 
steady supply of its supporting estrogenic 
hormone, but when the estrogen level is suddenly 
dropped, regression and bleeding result. This, in 
a few words, represents our concept of the mech- 
anism of the commonest variety of functional 
bleeding, that described by Schroder as far back 
as 1915 under the designation of metropathia 
hemorrhagica, though a simpler and better one 
would seem to be anovulatory functional bleeding.” 

The mechanism of functional bleeding is not 
always the same, and actually bleeding can 
occur from any type of endometrium. The 
pattern may even be secretory or progestational, 
reflected clinically by the so-called “irregular 
shedding” as noted by such recent authors as 
Holmstrom and McLennan,’ McKelvey,‘ and 
others. Whether this bleeding is due to an im- 
properly functioning corpus luteum or a re- 
fractory endometrium is not certain, but it is 
manifested by the presence of secretory endo- 
metrium late in the bleeding phases when nor- 
mally the mucosa is completely cast off and 
beginning to regenerate. 

Indeed there are many features of functional 
bleeding of which we are woefully ignorant, and 
we can only speculate as to pituitary dysfunc- 
tion, hormonal imbalance, disturbance of the 
spiral arteriolar mechanism, etc. It seems likely, 
however, that the majority of functional hemor- 
rhages are a sequel to anovulation with re- 
sultant prolonged unopposed estrogen stimula- 
tion. 

Treatment: The treatment of this disorder is 
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influenced by two chief factors, the age of the 
patient and the importance or unimportance of 
preserving the reproductive function. First of all 
it should be remembered that no sharp dividing 
line can be drawn between the quantitatively 
normal menstrual periods not infrequently 
associated with the anovulatory mechanism, and 
the pathologically excessive bleeding in which 
the same underlying mechanism is concerned. 
Just as the girl at puberty often exhibits anovula- 
tory cycles which by spontaneous readjustment 
of the hormone mechanism becomes ovulatory 
in character, so may similar spontaneous read- 
justments of the mechanism bring about spon- 
taneous cure of functional bleeding. 

This is particularly true of the milder forms of 
bleeding so often seen in the pubertal and pre- 
menopausal periods of life. A considerable 
proportion of girls exhibit not only marked 
irregularity but also moderate excess of men- 
struation for periods of from several months to 
several years after initiation of the function. 
Many of these then, without treatment, fall into 
a normal menstrual pattern. A similar observa- 
tion may be made in women approaching the 
menopause, a certain proportion of whom un- 
questionably cease ovulating a considerable time 
before they cease menstruating. Such anovula- 
tory cycles may be moderately excessive. While 
we very properly teach women that flooding at 
this time is never to be looked upon as normal, 
the fact remains that many women who disre- 
gard this teaching cease bleeding spontaneously, 
through final cessation of ovarian function. 

Treatment in Menopausal Group: When, 
however, the abnormal bleeding becomes very 
free or alarming, the patient is quite sure to seek 
advice. If she is in the menopausal group, the 
treatment is simple and highly satisfactory. At 
this age the first essential is to make sure that the 
bleeding is really functional, and that no obvious 
lesion, such as a cervical, uterine, or ovarian 
neoplasm is present. If pelvic examination 
reveals no evidence of this, the next step is to 
eliminate intrauterine pathology and especially 
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adenocarcinoma of the uterus. This can be done 
only by diagnostic curettage and microscopic 
examination. If the latter reveals an endo- 
metrium of proliferative or hyperplastic type, or 
even one corresponding to any of the normal 
menstrual phases, it is fair to conclude that the 
bleeding is of functional origin. 

The curettage done primarily for diagnosis 
seems to be of frequent therapeutic value, for 
certainly a considerable number of women will 
be relieved of abnormal bleeding until the meno- 
pause occurs to effect a more lasting benefit. It is 
not fully understood why curettage produces this 
favorable effect, and all efforts to isolate an 
endocrine agent from the endometrium, have 
been fruitless. In somewhat less than 50% of 
women, irregular bleeding will continue to be a 
problem. Many gynecologists will repeat a 
curettage, using particular care to locate an 
endometrial polyp by probing the uterine cavity 
with some type of forceps. Should this measure 
be unsuccessful, however, more drastic therapy 
is indicated in the way of hysterectomy or 
irradiation induction of the menopause. 

Hyperplasia around the menopause, if recur- 
rent, and especially if there should be progressive 
degrees of atypical adenomatous proliferation, 
should not be treated conservatively. Repetition 
and increasing atypia of a hyperplastic pattern 
suggest the presence of a stimulus that may 
culminate in fundal cancer unless adequate 
surgery is carried out.!! Fortunately this is a 
problem rarely encountered in the young woman, 
but on rare occasion it can be a very real de- 
cision for any gynecological pathologist. 

In the younger woman (less than 42) who has 
had her family, hysterectomy is preferred, for 
conservation of ovarian tissue will prevent a 
premature menopause. Surgery may be by the 
abdominal or vaginal route, according to the 
needs and dictates of the individual patient. 
Certainly vaginal hysterectomy in a properly 
selected patient affords an easier and less morbid 
post-operative course if carried out by a qualified 
gynecologic surgeon. However, previous laparot- 
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omy, ovarian pathology, concomitant endo- 
metriosis, etc. will often contra-indicate the 
vaginal approach, while such features as cysto- 
cele, rectocele, stress incontinence, or prolapse 
will favor it, and each case must be individual- 
ized on its own merits. 

In the older age group (above 45) the possi- 
bility of irradiation may arise, for in the im- 
mediately pre-menopausal women, there is little 
concern as to continued ovarian function. The 
poor medical risk and the obese women represent 
special indications for radiation, although ex- 
ternal x-ray is often difficult and ineffective in 
such patients and intracavitary radium has very 
definite contra-indications such as the presence 
of a pelvic inflammatory disease, a possible 
submucous myoma, and others. It must be 
realized that neither external x-ray nor radium 
is without certain hazards of irradiation damage 
and may be followed by such disagreeable fea- 
tures as a prolonged leukorrhea, extreme dry- 
ness, shrinkage, and sometimes pruritus. 

Several recent authors such as Corscaden and 
Gusberg,® Speert,® and others have stressed the 
rather high incidence of later fundal adeno- 
carcinoma in women who have had an irradiation 
menopause, and it may be significant that these 
authors concur in a three and one-half times as 
great a proportion in irradiated women. Other 
publications, however, stress the low morbidity 
of irradiation castration and note no higher 
figure of later endometrial cancer, and this 
problem must be regarded as still equivocal. It 
seems fair to say, however, that the average 
clinic will probably elect surgery in a medically 
fit patient but will not hesitate to utilize radia- 
tion according to individual needs and desires. 

Treatment in Younger Patients: The difficult 
cases to handle and the ones who deserve most 
consideration are the young girls, many of them 
just married and anxious for children, who have 
abnormal bleeding. This may be of any type, 
menorrhagia, metrorrhagia, etc., but often there 
are relatively long periods of amenorrhea (during 
which the endometrium is built up and main- 
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tained), followed by rather heavy bleeding when 
that stimulus is removed. The clinical similarity 
to an incomplete abortion is obvious, and one 
may also be confused by such lesions as polyps, 
submucous myomas and others. Patients can 
bleed to death from any of these diseases and 
appropriate forms of anti-anemia and shock 
therapy may be initiated according to the 
individual requirements. The possibility (un- 
likely) of a blood dyscrasia must be considered, 
but, if present, be handled by appropriate 
means. 

A dilatation and curettage will act as an 
excellent hemostatic agent and should be the 
first step therapeutically and diagnostically. 
Some prefer to make an exception in young 
virginal girls and this cannot be criticized. When 
such a patient has been curetted once, and re- 
turns with recurrent bleeding, some type of 
endocrine therapy should be instituted and such 
women represent the main indication for endo- 
crine therapy. At this point, stress must be 
placed on the utilization of oral medication, 
now uniformly satisfactory and effective, and 
far preferable to the old-fashioned ‘‘shots.”” One 
must bear in mind that whatever type of es- 
trogenic or androgenic hormone is used, the 
treatment affects only the end organ, the endo- 
metrium and thus therapy is purely substitu- 
tional in nature. It is difficult to know exactly 
why hormones are so frequently helpful, for 
they do not affect directly either the ovary or 
pituitary which are fundamentally at fault. It 
would seem that endocrine therapy might be 
effective by virtue of putting the ovary or 
pituitary temporarily at rest, but the realistic 
gynecologist will be more apt to consider the 
marked tendency towards spontaneous adjust- 
ment and feel that he is simply providing a form 
of hormonal hemostasis until self-adjustment is 
achieved. 

Many different types of endocrines can be 
used. Perhaps the most helpful when a young 
girl begins bleeding is estrogen, and of these 
stilbestrol is the cheapest. In large doses estro- 





656 Functional Uterine Bleeding 


gens check bleeding within two or three days by 
restoring the hormone level, and in the event of 
severe bleeding, intravenous estrogens are 
available. Once the bleeding has abated, the 
drug can be decreased gradually and stopped 
completely after about twenty-five days. About 
four or five days later the woman may expect 
to bleed, and often the flow is only moderate. 
If it should be excessive, the same type of 
therapy can be resumed and one can continue 
to give patients fairly regular periods, which are 
of course purely substitutional in type and 
anovulatory in nature. Often that is all the 
young unmarried girl will ask, and at any time 
she may “unravel her own endocrine system,” 
as so many younger girls do. 

More physiological, but much more expensive 
is the so-called cyclic therapy in which proges- 
terone may be added at about the eighteenth 
day and continued for 4-7 days along with 
estrogen. About five to fifteen days after cessa- 
tion of therapy, bleeding will take place which is 
progestational in nature, but again is purely 
substitutional. Progesterone alone is also helpful, 
and such enthusiasts as Holmstrom’ feel that a 
single monthly injection of 25-50 mgm. may 
suffice, although oral therapy in larger amounts 
seems equally effective. It is important to 
realize that while any protracted estrogen or 
cyclic therapy is being given, pregnancy is 
unlikely. The large amounts of exogenous hor- 


mones, if begun early in the cycle, tend to. 


suppress the pituitary gonadotrophins and 
ovulation. One should never utilize any scheme 
of endocrine control for functional bleeding 
without understanding the advisability of 
interrupting the program every 3-4 months to 
see if spontaneous adjustment may not be 
achieved. 

It is an unfortunate fact that there is nothing 
we can do for a woman to make her ovulate. 
Preliminary enthusiasm for the gonadotrophins 
has waned, and only a few gynecologists use 
them with any hope of success. If used, a com- 
bination of the equine gonadotrophin (primarily 


FSH, at least in animals) and chorionic gonado- 
trophin (primarily luteinizing) seems most phys- 
iological and should be given sequentially. This 
must be given intramuscularly, and as a foreign 
protein, one must guard against anaphylactic 
and other reactions. Daily injections must be 
given for about a week, and it is extremely 
difficult to be enthusiastic about results. The 
vitally important ovulatory factor has ap- 
parently not been isolated in an adequate form, 
and perhaps the main rational of gonadotro- 
phins is to make the doctor feel that he is doing 
something that is physiologically sound. 
Thyroid is a time honored endocrine sub- 
stance, used empirically but uniformly by most 
gynecologists. It is probably only of real 
value when there is true evidence of hypo- 
thyroidism. Some clinicians use testosterone, 
although our preference is to avoid it despite 
its undeniable hemostatic action. It is expensive 
and may produce irreversible masculinizing signs 
unless watched closely. Others advise x-ray, 
either in “stimulating” or “subcastration doses.” 
X-ray is never stimulating and “subcastration 
doses” are difficult to determine accurately. 
Some ovaries are excessively radio-sensitive and 
we have observed at least one unfortunate 
precocious menopause in a young girl treated 
with small doses of x-ray. Of even more im- 
portance are the possible changes incurred in 
the grandchildren by x-ray. Geneticists are 
uniform in warning about this hazard in the 
3rd generation.’ Results in observed experimental 
animals are so striking and convincing as to 
counterbalance the few normal 3rd generation 
children that have been reported. In any case 
indications for this must be exceedingly rare, as 
is x-ray to the pituitary. Other types of treatment 
are used as vitamin K, calcium, ergot, etc. but 
none are very helpful. There has been consider- 
able discussion recently about the employment 
of a chemical substance known as toluidine blue. 
It has been suggested that this is anti-heparin 
in nature and is helpful in combatting functional 
bleeding. Excessive heparin or heparin-like 
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substances can be detected by a so-called 
“protamine titration” test, and if this level is 
high, it might be feasible to give such an agent. 
In the average functional bleeder, it would 
appear irrational, although there has been much 
enthusiasm for its usage in the menorrhagias 
associated with a secretory endometrium.’ 

The most recent addition to endocrino- 
therapy, and one that apparently has a very wide 
general spectrum is cortisone. It appears at 
present to have a limited usage in gynecology, 
and its main employment so far has been in the 
Stein-Leventhal syndrome and other related 
cases. In pure form the Stein-Leventhal syn- 
drome is characterized by sterility, amenorrhea 
or oligomenorrhea, obesity, and hirsutism, with 
bilateral cystic enlargment of the ovaries which 
show a thickened fibrotic cortex with no evidence 
of corpora lutea. Other hybrid variants of this 
syndrome may be present with a common de- 
nominator of infrequent anovulatory menstrua- 
tion, infertility, obesity, and varying degrees of 
hirsutism, acne, enlargement of the clitoris, etc.; 
all of which suggest adrenal dysfunction which 
can often be verified by the finding of an ele- 
vated 17-Keto steroid. 

In the typical Stein-Leventhal syndrome 
where there are enlarged ovaries, wedge resec- 
tion has been strikingly successful if there has 
been proper selection of cases. Cortisone therapy 
has also been successful in these patients, even 
among the operative failures, but has been even 
more satisfactory in women showing stigmata 
of the adiposo-hypogenital syndrome with only 
minor degrees of increased 17-Keto steroids and/ 
or virilization.!° Initial doses of 50 mgm. corti- 
sone daily followed by 25 mgm. maintenance 
dosage may show conversion of an anovulatory 
to an ovulatory temperature chart with some 
pregnancies ensuing. The use of cortisone 
has been too limited to allow for dogmatism, but 
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in certain cases it has seemed to allow ovulation, 
although it is not in itself a gonadotrophin and 
will not per se induce ovulation. It may serve 
this purpose by blocking abnormal adrenal or 
ovarian steroids which themselves tend to 
inhibit the pituitary gonadotrophic factors. 
Final emphasis should be placed on a few 
particular points. The first of these is the 
necessity for a curettage to make the diagnosis 
of functional bleeding, the second is the im- 
portance of individualized treatment according 
to age, procreative desires, and the degree of 
symptomatology. Lastly, hormone therapy is 
indicated primarily in the young individuals 
desirous of (further) pregnancies, and it should 
almost always be oral in nature and interrupted 
periodically for reevaluation. Functional bleed- 
ing is not in itself a serious disease, but it may 
be an extremely difficult clinical problem for 
even the most astute gynecologist. Recurrent 
hyperplasia around the menopause, especially 
where there are evidences of increased prolifera- 
tion and atypia should not be handled with too 
much conservatism because of the possibility of 
later development of fundal cancer. 
26 East Preston Street 
Baltimore 2, Maryland 
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VOLVULUS OF ILEUM COMPLICATING PREGNANCY 


LUIS O. ORTIZ, M.D. anv S. G. SULLIVAN, M.D., F.A.C.S.* 


Volvulus complicating pregnancy is a rather 
rare condition. It was first reported by Braun! 
in 1885 who saw one case in 60,000 deliveries, 
the diagnosis being made at autopsy. 

The first true case reported in this country 
was by R. M. Green? in 1912. Cases have been 
attributed to H. W. Cattell® in 1891, and to M. 
A. Flower‘ in 1912 in one article,> but a careful 
perusal of both articles indicates in the former 
the obstruction was due to a band of adhesions 
under which a loop of ileum became strangu- 
lated in a case of extrauterine pregnancy, the 
twist being merely secondary and of no apparent 
etiology in the obstruction, though the descrip- 
tion of the autopsy is rather ambiguous. In the 
latter the obstruction was due to an old fibrous 
adhesion encircling the small intestine in the 
distal ileum resulting in fourteen inches of 
strangulated gut in a woman seven and one-half 
months pregnant. 

Other cases in this country are recorded by 
Kornfield and Daichman® in 1934 (sigmoid); 
Sheldon’? in 1944 (cecum); Kohn, Briele and 
Douglass’ in 1944 (descending colon and sig- 
moid); Hilton and McGinnis* in 1951 (sigmoid 
and ileum); O’Malley® in 1952 (sigmoid); and 


Halperin, Kent and Rubin’ in 1953 (jejunum). 


A total of about ninety-five cases are recorded 
in the world literature but many of the journals 
are not available at this writing for study. 

The case of Kohn, Briele and Douglass is of 
special interest in that the patient hada volvulus 
of the descending colon at twenty-four weeks 
corrected operatively by detorsion, with a 
recurrence of volvulus ina subsequent pregnancy 
at twenty-eight weeks, and again at thirty-three 
weeks both corrected in a similar manner, the 
patient delivering following the latter episode. 
Five weeks postpartum she developed a volvu- 


* From the Department of Surgery. 


lus the fourth time, and a Mikulicz resection 
was done. 


Case Report 


Mrs. J. O., a 25 year old, para 0000, was admitted to 
Bon Secour Hospital on June 26, 1954, at term. The 
onset of symptoms was at noon the day of admission 
with intermittent abdominal pain principally located 
in both upper quadrants. On the previous day she had 
eaten about thirty raw carrots while doing some last 
minute preparation anticipating her hospitalization. 
There was no nausea or vomiting and no diarrhea or 
constipation. No vaginal bleeding had occurred. There 
had been an appendectomy five years previously; 
otherwise, the past history was without unusual in- 
cident. The general physical examination was negative. 
Blood pressure was 100/70. The abdomen presented 
the appearance of a full term gravid uterus with the 
fetal head fixed in the pelvis and the fetal heart in the 
left lower quadrant, rate 160 per minute. There were no 
masses, rigidity or undue tenderness in the remaining 
portion of the abdomen. Auscultation showed essen- 
tially normal peristaltic sounds. The impression was 
that the pain was due to overingestion of carrots without 
definite intestinal obstruction. She was given mild 
sedation and a smooth muscle relaxant. The following 
day, June 27, the intermittent cramping pain persisted, 
with nausea, and at 8:00 p.m. she vomited some un- 
digested food. On June 28 there was no vomiting and 
there was no desire to eat. However, the cramping 
pain would be severe at times, and at times she was 
fairly comfortable. An enema was given with a slight 
amount of gas and fecal material returning. 

On June 29, at 7:00 a.m., she began having more 
abdominal pain accompanied by uterine contractions. 
An enema was given with good result. At 1:40 p.m. 
she gave birth to a live male infant under saddle 
anesthesia; a mediolateral episiotomy was utilized and 
repaired. 

She was fairly comfortable after delivery until 8:00 
a.m. on June 30, 1954, when severe cramping abdominal 
pain recurred accompanied by vomiting of greenish 
brown fluid. There was some distention of the abdomen 
with few peristaltic sounds, none characteristic. No 
masses, tenderness or rigidity were present. A Wangen- 
steen continuous suction apparatus was connected and 
intravenous fluids and electrolytes administered with 
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relief of discomfort. During the night the pain became 
more severe. Next morning a sausage-shaped mass 
was present in the right lower quadrant. X-ray showed 
gas in the coils of the small intestine of the left side of the 
abdomen with none on the right in the region of the mass. 
A diagnosis of volvulus was made and the abdomen was 
opened through a right paramedian incision. There 
was a volvulus involving the distal 214 feet of terminal 
ileum, with the exception of the distal 2 inches of that 
segment, held in place by a band of adhesions at the 
site of the old appendectomy scar. The gut was dark in 
color; the pedicle was rotated 360° counter-clockwise. 
On detorsion the circulation did not return as rapidly 
as thought desirable and the involved loop was resected, 
an end-to-end anastomosis being done. Convalescence 
was uneventful except for a diarrhea which persisted for 
several months. The patient was discharged from the 
hospital on July 16, 1954. 

On February 18, 1955, she was again admitted, with 
cramping pain in the left upper quadrant of the ab- 
domen beginning at 8:00 a.m. General examination was 
negative. The abdomen was soft; there were no masses, 
enlarged organs or muscle spasm. Tenderness was mild 
and diffuse through the lower abdomen. The right 
paramedian scar was firm. Auscultation of the abdomen 
showed normal peristaltic sounds. A plain roentgeno- 
gram of the abdomen showed a considerable amount of 
gas in the colon, none in the small intestinal tract. 
Barium enema on February 19, 1955 showed a normal 
outline of the colon. There was no further pain after 6:00 
p.m. the day of admission, and she was discharged on 
February 19. There has been no further distress since 
that time. It is not believed that this latter episode was 
related to the first. 


DISCUSSION 


In America, volvulus accounts for approx- 
imately 10% of all cases of intestinal obstruction 
while in Russia, Poland and Scandinavian 
countries over 50% are due to this cause. Main- 
got! observed in the latter countries volvulus 
of the sigmoid is more common than volvulus of 
the small intestine while the reverse is true in 
Great Britain and America. The factors given for 
the high incidence in Russia, Poland, Finland 
and Sweden are the greater length of intestine 
and of mesentery, long periods of fasting fol- 
lowed by indulgence in overeating practiced by 
Russian peasants, the vegetable diet and large 
amount of dark bread consumed by these 
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people. The precipitating cause is nearly always 
a strain. 

These considerations may explain the produc- 
tion of volvulus in our patient who had ingested 
a quantity of raw carrots which perhaps could 
not well pass the ileocecal valve, resulting in 
excess weight in a mobile loop of terminal ileum 
added to the strain of delivery, producing the 
volvulus. It is believed the actual torsion of the 
intestine did not take place until after delivery, 
the intermittent symptoms before delivery being 
due to the excess quantity of raw cellulose in the 
small intestine unable to freely pass the iliocecal 
valve. 

A study of the reported cases indicates the 
diagnosis is difficult to make especially before or 
at term. However, there should be less difficulty 
in a patient postpartum when the uterus is not 
a problem, the abdomen relaxed, and a sausage- 
shaped mass is palpable with symptoms of 
intestinal obstruction. 

Once the diagnosis of obstruction is estab- 
lished, operation should be performed without 
delay. Maingot states the mean mortality rate of 
volvulus today is 20%. Early correction lessens 
the chance of perforation, peritonitis and other 
complications. The procedure followed is dic- 
tated by the pathology found and the stage of 
pregnancy. Simple detorsion is employed if the 
circulation of the intestine allows. Aspiration of 
the distended gut prior to detorsion is recom- 
mended,’ and the gut may then be fixed to the 
parietal peritoneum to prevent recurrence. 
Resection is indicated in non viable bowel and 
may be done by the Mikulicz procedure if the 
sigmoid is involved, or by primary anastomosis 
if in the small intestine. Of course, close atten- 
tion is paid to the fluid and electrolyte balance. 
When long segments are involved, blood is 
freely exuded into the gut wall, lumen and 
general peritoneal cavity. This needs replacing 
with whole blood transfusions. Wangensteen 
continuous suction is utilized until peristalsis is 
evident and antibiotics are prescribed as indi- 
cated. 
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Which is today's most widely prescribed broad-spectrum 
antibiotic? 
\. ACHROMYCIN — it's first by many thousands of 
prescriptions. 


What are some of the advantages of ACHROMYCIN? 


\. Wide spectrum of effectiveness. 
Rapid diffusion and penetration. 
Negligible side effects. 


Exactly how broad is the spectrum of ACHROMYCIN? 


.. It has proved effective against a wide variety of 
infections, caused by Gram-positive and Gram-negative 
bacteria, rickettsia, and certain viruses and protozoa. 


In what way are ACHROMYCIN Capsules advantageous? 


For rapid and complete absorption they are dry—filled, 
sealed capsules (a Lederle exclusive!) No oils, no 
paste...tamperproof. 





Who makes ACHROMYCIN? 


It is produced — every gram — under rigid quality 
control in Lederle's own laboratories and is available 
only under the Lederle label. 
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SUMMARY 


A case of volvulus of the ileum is presented in 
a primipara, treated by resection of the involved 
bowel two days postpartum, continuity of the 
intestine being reestablished by end-to-end 
anastomosis. 
We believe this to be the eighth case reported 
in this country. 
Mexico City 
Mexico 
(Dr. Ortiz) 
1129 St. Paul Street 
Baltimore 2, Maryland 
(Dr. Sullivan) 
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GUIDING PRINCIPLES OF A TISSUE COMMITTEE 


DEXTER L. REIMANN, M.D.* 


Almost four years ago a Tissue Committee 
was appointed at the Bon Secours Hospital to 


define its field of action and out of its experience, 


to devise methods which best record the surgical 
experience of the hospital and turn this experi- 
ence to the benefit of the patient. 

Early in its existence, this body was moved to 
guard against the collection of data for data’s 
sake and exert its efforts toward reporting an 
audit for its educational value to the staff, 
toward safeguarding the patient’s interests by 
stimulating constant vigilance for improvements 
in operative and diagnostic methods, and toward 
encouraging a greater consciousness of precise 
indications for surgical therapy. 

The records of surgical procedures simply are 


*From the Department of Pathology. 


listed for each practicing surgeon with the 
opinion of the Committee as to the justifi- 
ability of the treatment. Unnecessary, inade- 
quate, and overextended surgery are taken into 
account. 

Although the Committee at present does not 
include an internist, all cases having even a 
suggestion of medical overtone are urged to 
avail themselves of medical consultation. Equal 
emphasis is put upon the value of consultation 
in purely surgical cases where specialized experi- 
ence probably would contribute to the patient’s 
welfare. The realization of individual limitations 
is urged upon the staff as the beginning of 
wisdom in medical practice. 

Acting more as an educational than a policing 
board, two surgical residents are asked to join 
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with two gynecologists, two general surgeons, 
and a pathologist who at present comprise the 
Committee. It is the belief of the Committee as 
well as the residents that resident participation 
adds to the house staff training program an 
opportunity for trainees to evaluate their own 
work in a broader light. Needless to say, this 
function imposes upon residents a difficult duty 
but when discreetly practiced, it deepens their 
judgment and exercises their medical and ad- 
ministrative resources. 

On one occasion, the Committee was asked to 
hear by personal interview the appeals of physi- 
cians notified of their censurability, to modify 
its judgment if extenuating or apparently 
exculpating conditions are presented, to indicate 
the nature and gravity of the error if acquittal 
is denied, and to explain reasons for the indict- 
ment. At the Committee’s suggestion, this 
request was withdrawn. It was thought by the 
Committee that the personal appearance of an 
impugned physician before the Tissue Committee 
would allow useless harangue and importunity 
and diminish the objectivity of the Committee’s 
deliberations. Furthermore, if the Committee 
were to be made a repository for distasteful 
disciplinary tasks, a case-finding committee, an 
appeal board, a corps of instructors for offenders 
and a judicial board it could hardly function in 
an objective fashion. The members of the Com- 
mittee without exception believe that its purpose 
is to judge on the basis of the patient’s record the 
justifiability or the necessity of surgical treat- 
ment in a given case and the adequacy or extent 
of the rendered treatment. The members con- 
sider as many facets as possible before judgment 
and consider it their final opinion once the 
judgment is made. Because of this, the Commit- 
tee is not eligible to act as an appeal Com- 
mittee. In any case, it would be difficult to 
distinguish appeal based on fact and appeal 
based on rationalization unless the appeal is 
supported by the patient’s record. The Com- 
mittee’s insistence that the record be the only 
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source of defense has had a salutary effect on 
record keeping. 

Because the Committee is sure that its 
judgment is imperfect, it recommends that 
incriminated physicians be notified each month 
without engaging in prolonged correspondence. 
If particular individuals are named repeatedly 
(in a six to twelve month period), then they may 
be called to show cause before the Executive 
Committee. In this way, a trend based on many 
cases can be shown in a person’s conduct which 
would lessen the chances of error on the part of 
the Tissue Committee. Of course, if misconduct 
is apparent, immediate action would be taken. 
If controversial issues commonly arise, the 
Tissue Committee recommends through the 
Executive Committee that the related surgical 
subject be reviewed at the monthly staff meetings 
so that policy could be stated if conclusions are 
drawn. All cases brought before the Committee 
are discussed without identifying the surgeons 
involved so that the Committee can function 
without prejudice, temerity and especial sym- 
pathies. Anonymity is important to the cases 
being deliberated because foregone conclusions 
must be avoided, especially where a surgeon 
carries a sullied reputation or one of great 
distinction. With this precaution, the cases are 
reviewed with the major effort being directed 
toward understanding the surgeon’s approach 
and problems, and finding fault only when the 
Committee cannot reasonably justify the therapy 
instituted. This psychologic guard helps in 
avoiding the human carping instinct and gives 
a firmer footing to registered criticisms. 

When repeated criticisms make a disciplinary 
action necessary, punitive measures are engaged 
by the Executive Committee. Happily, forceful 
measures are rarely needed for in most instances 
physicians respond to suggestions which might 
raise their standards of practice. 

2504 Creighton Avenue 
Baltimore 14, Maryland 
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OUR EXPERIENCES AT BON SECOURS WITH 
OBSTETRIC CONSULTATIONS 


J. KING B. E. SEEGAR, JR., M.D.* 


Within the past few years, there has been a 
marked decrease in maternal mortality through- 
out the country, and most particularly in the 
metropolitan areas. This advance has been 
ascribed to progress in several phases of obste- 
trics. These are, first and foremost, good pre- 
natal care; second, the establishment of blood 
banks; and third, the advent of antibiotics. None 
will dispute the value of these, yet, unless 
promptly and properly applied their effective- 
ness is greatly diminished. Therefore, we feel 
that there is a fourth phase in obstetrics which 
implements the above factors, hence contribut- 
ing heavily to our excellent mortality records. 
This phase is the requirement of consultations 
on obstetrical complications. 

This is a part of obstetrics which has received 
little publicity, but which we feel is of the utmost 
importance. We should like here to outline our 
experiences at Bon Secours Hospital with 
obstetrical consultations. 

First realizing the importance of these consul- 
tations, every effort has been made to make 
consultations easily obtained at a minimal cost 
to the patient, and with no embarrassment to 


the attending physician.- Accordingly, the staff 


is divided into two groups; those with full 
obstetrical privileges, and those with normal 
non-operative obstetrical privileges. Obstetrical 
consultants make no charge for consultations 
with members of the staff having full privileges. 
Obviously, such consultations rarely, if ever, 
result in the consultant performing an operative 
procedure, though senior members frequently 
stand by when a junior member is having trouble. 
With physicians having non-operative normal 
obstetrical privileges, the consultant rarely 


*From the Department of Obstetrics. 


charges a consultation fee unless he performs an 
operative procedure. 

Our next project was to formulate a list of 
conditions requiring consultation, and here 
again the list was drawn up in two parts. The 
first part outlined conditions under which all 
staff members must obtain consultation, while 
the second part designated additional complica- 
tions which required physicians with only normal 
obstetrical privileges to seek advice. 

The requirements are as follows: 

1. A consultation is required of all physicians 

before performing a Cesarean Section. 
Such consultation may be by phone if 
the physician seeking consultation is a 
well qualified senior member of the staff. 
Please note that sections are performed 
only by obstetricians having full obstet- 
rical privileges. 

2. A consultation is required of all physicians 
prior to the administration of Pitocin, 
ante-partum or intra-partum. It is 
further required that the visiting physi- 
cian be present during the administration 
of the Pitocin. It is admitted that the 
regulation may on occasion create a 
hardship. However, it is difficult to 
formulate a satisfactory rule with excep- 
tions, and it is our feeling that with but 
one instance it has served to eliminate 
the abuses of Pitocin. 

At this point, it might be good to mention 
the particular case which brought about 
a further clarification of our consultation 
requirements. The case in question was 
that of a physician, who, following the 
letter of the law, requested consultation 
in order to use Pitocin on one of his 
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patients. Though the consultant dis- 
agreed with the use of Pitocin in the case, 
the physician nevertheless administered 
it, arguing that the regulations required 
only consultation, not agreement. Thus, 
it was that our third requirement 
evolved. 

3. A third consultant or arbitrator must be 
called when there is disagreement be- 
tween consultant and physician. 

The following list of requirements in part two 
are in more detail and, as noted, apply only to 
those physicians with normal privileges. 

1. Consultation is required in all cases with a 

toxemia of pregnancy. 

2. Consultation is required immediately on all 
cases where there is abnormal bleeding 
regardless of the duration of the preg- 
nancy or whether ante or post-partum. 

3. Consultation is required in the case of 
primiparous breeches. 

4. Consultation is required in cases of pro- 
longed labor (24 hours), or where 
progress in labor has been arrested for 
two or three hours. 

5. Consultation is required after two hours of 
second stage without adequate progress. 

6. Consultation is required in the case of 
abnormal presentations such as face, 
brow, transverse lie, or compound 
presentation, and prolapse of the cord. 

7. Consultation is required in patients with a 
previous Cesarean Section. Here it is 
urged that the consultation be obtained 
in early pregnancy. Indeed the manage- 
ment of such patients by physicians with 
only normal obstetrical privileges is 
frowned upon by the department. 
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We feel that with these consultation require- 
ments needless Cesarean Sections are elim- 
inated as well as the injudicious use of Pitocin. 
We also believe that the detailed regulations 
governing physicians with only normal privileges 
stimulates them to watch their cases more 
closely, so that we are called earlier for complica- 
tions. We rarely now see the neglected case that 
is such a headache to the consultant, and 
accounts for a heavy fetal and maternal mor- 
bidity and mortality. 

When these rules were first instituted there 
were many complaints about interference with 
one’s private practice, and the regimentation of 
medicine. These dissenters admit that their 
fears were unfounded, and that the regulations 
are beneficial to both patient and physician, and 
certainly elevate the standards of obstetrics. 
Indeed our experience with obstetric consulta- 
tion has been so well received by the staff of 
Bon Secours Hospital that the Pediatric depart- 
ment has instituted regulations requiring con- 
sultation in certain cases of newborn infants in 
the O.B. Nursery. Thus it is now required that 
a qualified Pediatrician be called in attendance 
on all premature infants, on all infants whose 
mothers are RH negative and sensitized, or in 
any infant who does not appear to be completely 
normal. It is further the privilege of the resident 
physician, if he deems it necessary, to request a 
physician to obtain consultation. As a rule, with 
but the mere suggestion that all is not well, a 
consultation is obtained. True, some calls are 
needless, but we do not discourage this. We are 
happy now that we are called early rather 
than late. 

2 West Read Street 
Baltimore 1, Maryland 
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RULES OF THE JUDICIAL COUNCIL 
AMERICAN MEDICAL ASSOCIATION 


THE JUDICIAL CoUNCIL 


The first permanent judicial body of the American Medical 
Association, the Committee on Ethics, was appointed in 1858. 
In 1873 that Committee was replaced by the Judicial Council 
which has, since that time, been the court of last resort of the 
Association. The Council consists of five members, elected by 
the House of Delegates on nomination of the President for 
terms of five years. Its jurisdiction, defined by the Constitu- 
tion and Bylaws, includes consideration of (1) ethical and 
constitutional controversies, (2) questions relating to member- 
ship and (3) disputes arising between members or members 
and their medical societies. 


Rule I. Administration. 


A. Meetings. The Judicial] Council will meet during 
the Annual and Clinical Sessions of the American 
Medical Association. Other meetings of the Council 
may be called, on reasonable notice, by the Chairman 
of the Council; or they shall be called, on reasonable 
notice, by the Secretary of the American Medical 
Association on the written request of at least three 
members of the Council. 

B. Chairman. The Judicial Council shall elect 
from among its members a chairman and vice-chair- 
man each year at the meeting of the Council held 
during the Annual Session of the Association. Each 
shall retain the right to vote on all matters. 

C. Quorum. Three members of the Judicial Council 
shall constitute a quorum but a majority vote of 
the entire Council shall be required to adopt any 
action. 


Rule II. Applications for Membership. 


A. Active, Associate and Service Membership. Appli- 
cations for active, associate or service membership 
in the American Medical Association wil] be con- 
sidered by the Judicial Council at any meeting upon 
presentation of the applications by the Secretary of 
the Association. 

B. Affiliate Membership. Applications for affiliate 
membership submitted by physicians who are mem- 
bers of the chartered national medical societies of 
foreign countries adjacent to the United States or by 


American physicians who are located in foreign 
countries and engaged in medical missionary and 
similar educational and philanthropic labors will be 
considered at any meeting of the Judicial Council on 
presentation of the applications by the Secretary of 
the Association. The Council will consider and 
approve only those applications which are accom- 
panied by a statement of a responsible and qualified 
individual attesting to the above set forth re- 
quirements. 

C. Refusal of Approval. An applicant for member- 
ship in the American Medical Association whose ap- 
plication has not been approved by the Judicial 
Council will be promptly notified of such fact, and 
will be given twenty days within which to request 
reconsideration of his application in accord with the 
provisions of Rule ITI. 


Rule III. Reconsideration of Applications for Mem- 
bership. 


A request for reconsideration of a refusal to ap- 
prove an application for membership should be 
initiated by a written statement setting forth the 
reasons for reconsideration. 


Rule IV. Original Controversies. 


Original proceedings before the Judicial Council 
shall be initiated by a written statement. Such state- 
ment shall include information (1) identifying the 
parties to the controversy, including membership 
affiliations, if applicable, and (2) explaining the 
nature of the controversy, setting forth the provi- 
sions of the Constitution, Bylaws, Rules or Principles 
of Medical Ethics concerned. 


Rule V. Appeals. 


Appellate proceedings before the Judicial Council 
shall be initiated by a written statement of appeal. 
Such statement shall include information (1) identi- 
fying the parties to the case and indicating member- 
ship affiliations when appropriate, (2) showing that 
the appellant has exhausted remedies made available 
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by the constitution and bylaws of the component 
society and the constituent association and (3) de- 
scribing the error of law or procedure which is 
believed to have occurred during the proceedings. 
The statement shall also include a concise, factual 
résumé of the case. Appellant shall submit with the 
statement the charges, complaints, findings, opinions 
and decisions previously entered in the case. 


Rule VI. Interpretation of the Constitution, By- 
Laws, Rules and Principles of Medical Ethics of 
the American Medical Association. 


A. Requests for Inierpretation. Requests for inter- 
pretation of the Constitution, Bylaws, Rules or 
Principles of Medical Ethics of the Association shall 
be in writing and shall describe the matter to be 
interpreted in sufficient detail to enable the members 
of the Judicial Council to evaluate the request in all 
its aspects. 

B. Interpretations Initiated by the Council. The Ju- 
dicial Council, on its own motion, may render an 
opinion concerning the interpretation or application 
of the Constitution, Bylaws, Rules or Principles of 
Medical Ethics of the Association and may, on its 
own motion, consider and decide the constitution- 
ality and validity of all rules and regulations adopted 
by Councils and Committees of the Association pur- 
suant to the Bylaws of the Association. 

C. Discretionary Power. The Judicial Council may, 
in its discretion, refuse to consider requests for inter- 
pretation of the Principles of Medical Ethics which 
in the opinion of the Council should be resolved by a 
component society or a constituent association. Re- 
quests for interpretation of the Principles of Medical 
Ethics which are not of national interest and relate 
to the observance of local customs and ideals may be 
readdressed to the component society or constituent 
association primarily responsible for knowledge of 
the requirements of such local customs and recog- 
nized ideals. 


Rule VII. Jurisdiction. 


The Judicial Council may, on its own motion or 
on the motion of any party, determine the question 
of jurisdiction at any stage of the proceedings. 


Rule VIII. Additional Statements and Record. 


After a statement has been submitted to the Ju- 
dicial Council with the intention of initiating an 
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action, all other parties in interest shall have the 
right to submit a statement on their behalf. Such 
statements shall be filed within thirty days after the 
filing of the initiating statement unless additional 
time is granted by the Council. 

The Judicial Council may thereafter require the 
parties to submit such transcripts of testimony, 
records, written statements supporting their con- 
tentions or other material as the Counci] may deem 
necessary. 


Rule [X. Hearings. 


A. Notice of Hearings. The Council may, in its 
discretion, determine whether a hearing is necessary 
or advisable. The Council will designate the time 
and place for all hearings, giving reasonable notice 
thereof to all parties. 

B. Altendance. The attendance at hearings may be 
limited to the members of the Judicial Council, the 
staff, witnesses, if any, the parties and counsel, who 
may speak in their behalf. Should any party to the 
controversy fail to appear, the Council may, in its 
discretion, continue, dismiss or decide the matter. 

C. Evidence and Argument. The Judicial Council 
will not be bound by technical rules of evidence usu- 
ally employed in legal proceedings but may accept 
any evidence it deems appropriate and pertinent. 

In any appeal case the review, if any, of the evi- 
dence will be limited to the evidence presented in the 
proceedings before the component society and con- 
stituent association or appropriate committee, board, 
or group thereof; provided, however, that in the 
event the Council is of the opinion such evidence is 
inadequate to determine the question of law or pro- 
cedure presented, the Council, on its own motion or 
on the suggestion of any party, may require the pro- 
duction of additional evidence before the Council or 
refer the matter to the appropriate body for addi- 
tional evidence. 

In matters other than appeal cases, the Judicial 
Council will grant the parties the right to present 
evidence to the extent the Council believes appro- 
priate to the particular matter in controversy. 

In all hearings, the Council, within reasonable limi- 
tations, will allow oral argument. 

D. Record. In hearings of original controversies, 
appeals and in other proceedings a transcript may be 
made at the discretion of the Council. 
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Rule X. Opinions. 


All opinions or decisions of the Judicial Council 
shall be in writing. Copies of the opinion or decision 
and the dissent, if any, will be filed as a part of the 
record and furnished to all the parties involved. 


Rule XI. Filing and Copies. 


Eight copies of all documents shall be submitted 
to the Executive Secretary of the Judicial Council. 
One copy of each document shall be submitted at 
the same time to each of the other parties to the 
controversy. 


(Adopted by the Judicial Council of the American Medical 
Association, October 1, 1954.) 


Judicial Council 


Homer L. Pearson, Jr., Miami, Fla., Chairman 
Louis A. Buie, Rochester, Minn. 

Walter F. Donaldson, Bakerstown, Pa. 

J. Morrison Hutcheson, Richmond, Va. 
George A. Woodhouse, Pleasant Hill, Ohio 


Ex Officio 


George F. Lull, Chicago, Secretary 
Ernest B. Howard, Chicago 
Austin Smith, Chicago 


E. J. Holman, Chicago, Executive Secretary 


SIX DECADES OF SERVICE 


ETHEL TURNER, R.N.* 


Late in September Baltimore’s Instructive Visiting 
Nurse Association celebrated its Sixtieth Birthday 
with a luncheon, when many of its friends gathered 
together. Do you know that the I.V.N.A. was organ- 
ized in 1895, by a group of civic minded men and 
women, that sent the first visiting nurse into South 
Baltimore on January 1, 1896. 

Many changes have taken place through the years. 
The first nurse, Miss Evelyn Pope, now Mrs. 
William J. Lord, had to spend part of her time con- 
vincing the medica] profession that she was not tak- 
ing their patients from them, but working with them 
and under their direction to bring skilled nursing 
care to the men, women and children sick at home. 

Now sixty years later, doctors throughout the 
City are asking for Visiting Nurse Service for their 
patients. They have found that the patient with a 
cardiac condition, fracture, cerebral hemorrhage, 
cancer or any other illness can be sent home from 
the hospital earlier if the Visiting Nurse is called to 
continue the skilled nursing care at home and 
carry out the treatments he has ordered. Many 
people in Baltimore today are up and walking be- 
cause of this team work of doctor and nurse. The 
doctor plans the treatment, the Visiting Nurse 
carries it out, teaches the patient and the family 


*Superintendent, I.V.N.A. 


and gives them sympathetic encouragement so much 
needed by all with long term chronic illness. 

Today 66% of all the thousands of visits made in a 
year are to the older folks of Baltimore, but winter 
still brings some acute illness and infections when 
penicillin is ordered, and the nurse, while giving the 
medication hypodermically, can observe the general 
condition of the patient and report back to the doctor 
thus saving him many home visits at his busiest 
season. 

Early records tell about the epidemics of typhoid 
fever every summer when two and three hundred 
people were nursed by the I.V.N.A. for weeks on end. 
All that is past now. They also tell us of the nurses 
sending hundreds of women and children away to the 
many summer homes kept by different groups for the 
underprivileged people of the City. Those homes 
have long since been discontinued. 

Today the services of the I.V.N.A. fall into three 
main categories: 

1. The Morbidity Service 

2. The Maternity Service 

3. The Health Service 

The Staff of forty-four is composed of Registered 
Nurses trained in Public Health, Physical Thera- 
pists and Licensed Practical Nurses, who cover the 
entire City going into the homes of rich and poor 
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alike. For the family which does not need a full time 
nurse the Visiting Nurse Service is available with 
its sliding scale of fees from the full cost of a visit 
to visits that are absolutely free. This is made 
possible because the I.V.N.A. is a Red Feather 
agency and the Community Chest meets the deficit 
between the earnings of the Agency and the cost of 
the service. 

Looking to the future one sees increasing empha- 
sis on the rehabilitation of the patient. The I.V.N.A. 
is preparing to offer more and more service which 
includes rehabilitation to the sick in Baltimore. 

Another greatly needed service is to the mother 
and new infant who are no longer allowed to spend 
fourteen days in the hospital. These patients need 


the help of the Visiting Nurse to teach the mother 
how to care for her new baby; to ease her burden 
during those first days at home by bathing the baby 
and making the formula if one is necessary. The 
obstetrician is finding it greatly to his advantage 
when he calls for an I.V.N.A. nurse to care for his 
patients. He can depend upon her to notify him of 
any elevation of temperature or other adverse symp- 
toms appearing in his patients during the days he is 
not visiting. Time and again this team work be- 
tween doctor and nurse has paid off for the patient. 

If the demand for Visiting Nurse Service increases 
in the future as it has in the past many more than 
forty-four nurses will be needed. 








SEARCH FOR HIDDEN DIABETES 


There are about one million people in the United States known to have diabetes and from 
spot surveys conducted in various parts of the country, it is estimated that there are another 
million people who are diabetics and are unaware of it. It is the responsibility of the medical 

profession to detect the diabetes in these individuals and institute proper treatment. It is 
| established that poor control of diabetes usually results in a high incidence of complications. 
| Good control reduces the incidence of complications and increases longevity of the diabetic. 

Accomplishing early detection of diabetes means that each physician must perform some 
type of screening test, even though it be only a urine test for glucose (one hour after a meal 
high in carbohydrate) on every patient he sees. 

Diabetes detection is a year-round program; however, in the United States, to stimulate 
and intensify this drive, one week each year is set aside as Diabetes Week. During this period 
efforts are made to educate the population concerning diabetes and its many complications 
with emphasis on encouraging people to be tested for the condition. 

The Committee on Diabetes of the Medical and Chirurgical Faculty is made up of physi- 
cians widely distributed over the State who are assisting their communities in planning de- 
tection work best suited to their needs. In Baltimore City a Detection Center will be open 
at the 104th Medical Regiment Armory November 14 through November 18. Here urine and 
blood specimens will be tested for sugar and results indicating diabetes will be forwarded to 
the physician of the individual’s choice. At the Armory also there will be exhibits pertaining 





| to the various aspects of diabetes. 


Diabetes Detection Drives in past years have been the means of guiding thousands of 
| hitherto undetected diabetics to medical care and thereby enabling them to live practically 
| normal lives. Each of us owes it to the community to cooperate with the intensive campaign 


of diabetes detection and education. 
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PERSONALS 


Mrs. Isabel Cawley, charming and talented wife 
of convivial Dr. Frank T. Cawley, passed away 
April 28, unexpectedly from a cerebral hemorrhage. 
Dr. Cawley has been associated with Dr. R. Rhett 
Rathbone since 1946, in the practice of Roentgen- 
ology and Roentgenologist to the Memorial Hospital, 
Cumberland, Maryland. Mrs. Cawley was a graduate 
nurse from St. John’s Hospital, Pittsburgh, Pennsyl- 
vania and the doctor was associated with Drs. 
Groover, Christie and Merritt in Washington, D. C. 
before coming to Cumberland, and is the present 
secretary of the Memorial Hospital Staff. Mrs. 
Cawley was the mother of two children, a daughter, 
age 8, and a son, age 7. 

Mrs. Wealthy Sylvia Johnson, wife of Dr. James 
T. Johnson, Jr., President of the Allegany-Garrett 
County Medical Society, after a long illness passed 
away on June 11. Mrs. Johnson was a native of 
West Virginia and the Doctor and Mrs. Johnson 
were the parents of two sons, James III and Robert. 

Dr. H. V. Deming, Cumberland, Maryland, re- 
cently underwent surgery at the Memorial Hospital 
and has recovered nicely and resumed his very busy 
practice in which he has been actively engaged since 
1907, following his graduation from Atlantic Medi- 
cal College in Baltimore, Maryland. 

Dr. James P. Hallinan, one of Cumberland’s very 
popular young physicians, underwent surgery at the 
Sacred Heart Hospital, July 14. Dr. Hallinan is 
recovering satisfactorily. 


Socrety NEws 


At a recent meeting of the Garrett County Memo- 
rial Hospital Auxiliary, Dr. Thomas Lusby and Dr. 
E. I. Baumgartner, were the featured speakers. 

Dr. Lusby spoke on the new Salk vaccine for 
poliomyelitis, and the story behind the preparation 
and the present status of the vaccine. 


Dr. Baumgartner spoke on anti-infective therap, 
and the history of drugs and anti-biotics used in 
this phase of medicine. In addition, he related th 
story of the steroids and newer drugs now being 
used in treatment of certain mental and nervous 
disorders. 

The objective of the Auxiliary Meeting, was to 
formulate plans for the raising of money to pur 
chase an addition for the hospital. 

Dr. Thomas Robinson has returned to Cumber- 
land, after serving two years in the Air Force of the 
United States Army. Following his discharge from 
the Air Force in May, Dr. Robinson took a refresher 
course in pediatrics at the University of Michigan 
Hospital, Ann Arbor, Michigan. 

Dr. Robinson’s assignments in the Air Force were 
at the School of Aviation Medicine, Montgomery, 
Alabama and later at Dow Field, Bangor, Maine, 
where he was chief pediatrician and deputy hospital 
commander. Dr. Robinson attained the rank of 
captain prior to his discharge. He is a graduate of 
Allegany High School, in Cumberland and Johns 
Hopkins University Medical School. 

Dr. Thomas F. Lewis, of Frostburg, Maryland, 
is now associated with Dr. Wylie M. Faw, in Cum- 
berland, Maryland. 

Dr. Lewis graduated at the University of Mary- 
land and interned at the Medical Center, Jersey 
City, New Jersey, and finished his residency in St. 
Vincent’s Hospital, Bridgeport, Connecticut. 


BALTIMORE CITY MEDICAL 
SOCIETY 


CONRAD ACTON, M.D. 
Journal Representative 


Back in April when the last sessions of the Execu- 
tive Committee and Board were held, before our 
long and overhot vacation, there were Special Meet- 
ings regarding the Salk Vaccine and the following 
news release. 


“THIS WILL HELP YOU GET POLIO 
VACCINE IF YOU DO NOT HAVE 
A FAMILY PHYSICIAN 


“In cooperation with the Baltimore City Medical 
Society the Baltimore News-Post prints this form 
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for Baltimore city parents who desire to obtain the 
new poliomyelitis vaccine for their children, although 
they do not know which physician to approach. 

“This information and form, if sent to the Balti- 
more News-Post, will be forwarded to the Baltimore 
City Medical Society and will be used to secure for 
the parents prompt advice as to where medical help 
can be obtained. The vaccine is not yet generally 
available, but should be used according to the 
priorities established on March 18 by the Maryland 
state Board of Health. 

“These priorities are as follows: 
irst Priority. 

All first and second grade children. The vaccine 

for these has been provided already. 
Second Priority. 
All kindergarten and preschool children over one 
year of age. 
Third Priority. 
Pregnant women. 
Fourth Priority. 

All other elementary school children. 
Fifth Priority. 

Older individuals in households with elementary 

school children.” 

It was agreed to go along with the Baltimore 
News-Post and their request to receive the names 
and addresses of people wanting the Salk Vaccine 
who did not have a physican. The News-Post to 
allot to the City Society these requests after sorting 
them into categories and priorities for receiving the 
vaccine. The cards will be referred to the City 
Society for action. The Society’s action to be de- 
cided after sampling of the cards have been received. 

In May the Executive Board met and were given 
interim reports on a variety of unfinished businesses. 
Dr. Wilgis was to investigate the American Medical 
Education Foundation projects further at the AMA 
meetings in Atlantic City in June before he and his 
committee could make recommendations for action. 

The case with regard to doctor eviction on upper 
Saint Paul Street is still pending. 

Physicians Liability Insurance Committee re- 
ported through Dr. Kimberly and the premium of- 
fered by Lloyd’s was presented. The rate was 
eighteen dollars less than the same coverage with a 
local insurance company, and it was recommended 
by the Committee and adopted by the Executive 
Board that the policy ot be sponsored by the society 
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because of specific limitations in coverage, defense, 
and extent. 

After study and report by Dr. Classen, it was de- 
cided that the City Society should join the Balti- 
more Council of Social Agencies headed by Dr. 
Thalheimer, President and Mr. Manser, Executive 
Secretary. The Medical Society would function in 
Group III of the Council, the Division of Medical 
Care Agency. The officials stated that the Society 
could not gain a great deal by being a member but 
would be of invaluable aid to the organization in a 
consultant capacity. 

A special meeting had been planned on World 
Population, it was hoped that Dr. Milton Eisen- 
hower, brother of the President of the United States, 
could speak at this meeting. He was unable to accept 
the invitation because of his health and the meeting 
planned around him was voted shelved. 

Dr. Kimberly was able to effect an informal ar- 
rangement with the Faculty for House Staff mem- 
bers to pay dues that run concurrently with their 
house staff appointments instead of the two fiscal 
years over which their House Staff appointments 
normally extend. A letter is to be written to all the 
hospitals in the city informing them of the arrange- 
ment. 

The Executive Board voted to meet with the 
Baltimore City Delegates to the Faculty. Problems 
on hand will be discussed before the meeting. Per- 
haps organization of the Delegates with their own 
“Whip” and strategy for effective action at state 
level can be accomplished prior to the Semi-Annual 
Meeting of the State Society in September. 

The TV programs »» WMAR-TV were very 
favorably reported on. Mr. Page of that station said 
the programs were very high quality and he planned 
to attempt to get them on a national hook-up. 

Dr. H. Hanford Hopkins, chairman, Public Medi- 
cal Education Committee, was informed that the 
Public Relations Department of the AMA has 16 
millimeter films on public relations available, for 
appropriate use. Dr. Hopkins and his committee 
will coordinate the release of these films when suitable. 

President Koontz was authorized to appoint an 
Interprofessional Relations Committee to work with 
the pharmacists on problems which were of mutual 
interest, following the reading of a letter from Dr. 
Noel E. Foss, Dean of the University of Maryland 
School of Pharmacy. As this goes to press the Semi- 
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annual Meeting will probably be in the near future 
and the active season of 1955 to 1956 getting 
momentum. We will look forward to hearing from 
President Koontz about his trip around the world, 
and the adventures of other doctors away from 
practice. 


FREDERICK COUNTY MEDICAL 
SOCIETY 


LOUIS R. SCHOOLMAN, M.D. 
Journal Representative 


The June meeting was held on the 15th at the 
Peter Pan Inn, Urbana, where 92 years before Union 
and Confederate troops fought for the cross roads. 
The proprietor, ‘Dick’? Baumgardner, has laid out a 
rococco garden replete with statues, fountains and 
lacy wrought iron work. However, all blended har- 
moniously including the pink plastic roofed dining 
court and gold and green hand painted Japanese 
landscapes covering the walls at the bar. The food 
served family style was delicious and more than 
ample. 

The Medical Society was host to the Frederick 
County Dental Society and Bar Association. The 
76 men drank heartily and ate well. Then after Dr. 
Thomas Quill, our President, and Dr. Verne Kem- 
erer, Secretary of the Dental Society, and Mr. 
Edwin Nikirk, President of the Bar Association ex- 
changed the usual amenities the speaker of the 
evening was introduced. He was Dr. Russell Fisher, 
Chief Medical Examiner of Maryland. His topic, 
singularly appropriate, was malpractice. The talk 
was well illustrated with actual cases. Judge Patrick 
Schnauffer and several other lawyers clarified some 
of the decisions with discussion. 


HospitaAL EvENtS 


The June C.P.C. was held on the 7th. The case 
was that of an 11 year old negro girl who died after 


an illness of two months. The cause of death was 
acute recurrent rheumatic fever, pancarditis, gen- 
eralized vasculitis and rheumatic pneumonitis. 

The society lapsed into its traditional aestiva! 
torpidity; there were no meetings in July and 
August. The Hagerstown Almanac predicts that on 
September 20 the secretary will see his shadow and 
the society will emerge. Beneath the official still 
facade there is feverish activity. By day, the men of 
the special “Journal” issue committee spur on those 
members assigned articles, and, by night, burn the 
oil at their own compositions. 

We have a summer intern, Webb Hersperger, 
fourth year medical student at the University of 
Maryland. His work has proved rewarding to him 
and to the hospital. 

Quoted from the monthly Hospital Tonic, ‘““About 
thirty-five members of the hospital staff enjoyed the 
hospitality of Dr. and Mrs. L. R. Schoolman at a 
picnic and swimming party at their home in Brad- 
dock Heights, Thursday afternoon, July 7.” 

The medical department is still plugging away at 
its plans for a subdivision in physical medicine. The 
surgical department plans to have clinical papers 
presented at its monthly meetings. 


PERSONALS 


We welcome Dr. Harry Gray, a new obstetrician, 
as an associate of Dr. Byron White. Perhaps Dr. 
White will regain some weight now that he can sleep 
through nights. 

Dr. Jesse Fifer fractured an ankle while enjoying 
an afternoon’s fishing on the bay. Most ironical. 
Like getting aspiration pneumonia from drinking 
nectar. 

A second son was born to Dr. and Mrs. Harry 
Chase July 23. 





Tuesday, November 1, 1955 





DECENNIAL CELEBRATION AND MEETING OF THE 
MENTAL HYGIENE CLINIC 


Baltimore Regional Office Veterans Administration 


Veterans Administration Hospital 
3900 Loch Raven Boulevard, Baltimore 
Dr. Harry Goldsmith, Chief Mental Hygiene Clinic, will be the Moderator for this Meeting. 


Registration—8 : 30-9 :00 a.m. 
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Necrology 


A. S. CHALFANT, M.D., Chairman 


Memoir Committee 








Thomas Peck Sprunt, M.D. 
1884-1955 


Thomas Peck Sprunt was born in Virginia where 
his father was at the time pastor of the Presbyterian 
Church in Fort Defiance. He died in Baltimore 
April 25, 1955, after a prolonged illness at the age 
of 71. 

Dr. Sprunt’s boyhood and youth were spent in 
Rock Hill and Charleston, South Carolina. His pre- 
medical education was gained at Davidson College 
in North Carolina after which he entered the Johns 
Hopkins Medical School, graduating in 1909. The 
next eight years were spent in the study of pathology 
and clinical medicine at the Johns Hopkins Hospital 
and the Baltimore City Hospitals. In 1917, Dr. 
Sprunt became associated with the late Dr. Lewellys 
F. Barker in the practice of clinical medicine, con- 
tinuing in this association until Dr. Barker’s death 
in 1943. During these years he became a member of 
various important medical groups, including the 
American Medical Association, the American College 
of Physicians, the Association of American Physi- 
cians and the Clinical and Climatological Society. 
He was instrumental in organizing the Baltimore 
Mental Hygiene Society and in 1944 was President 
of the Baltimore City Medical Society. 

Dr. Sprunt contributed freely to medical litera- 
ture with articles on endocrinology, diseases of the 
liver, infectious mononucleosis (sometimes referred 


to as Sprunt’s disease) and numerous other subjects 
as they engaged his particular attention. He con- 
tributed in a noteworthy way to the development of 
physical medicine and organized and for a con- 
siderable time supervised the Department of Physio- 
therapy at the Johns Hopkins Hospital. 

Dr. Sprunt held the position of Assistant Pro- 
fessor of Medicine at the Johns Hopkins University 
and was Professor of Clinical Medicine at the Uni- 
versity of Maryland where he also served as Acting 
Professor of Medicine during World War II. In 
World War I he served as captain and major in the 
United States Army. 

Surviving Dr. Sprunt are his wife, the former 
Kate Terry of Lynchburg, Virginia, a daughter, Dr. 
Katherine Sprunt, who is successfully following in 
her father’s footsteps in research and clinical medi- 
cine, and also a family circle of brothers and sisters. 

Dr. Sprunt was interested not only in the diagno- 
sis of medical problems but he had a keen interest in 
treatment and in the continued welfare of his pa- 
tients, many of whom repeatedly sought his advice 
over the years. Equanimity was one of his prominent 
characteristics. This, combined with skill, patience 
and evident sincerity, endeared him to his large 
circle of patients and friends. 
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Library 





“Books shall be thy companions; bookcases and shelves, thy pleasure-nooks and gardens.” ibn Tibbon 








Helen Wheeler 
1899-1955 


LOUIS KRAUSE, M.D.* 





HELEN WHEELER 


A real loss to the Faculty occurred with the pass- 
ing of Miss Helen Wheeler, a loss greater than her 
position as a librarian. She was one of the most 
courageous persons the writer has been privileged to 
know. In the face of a hopeless disease she remained 
objective, methodical, and realistically prepared her 
work for the few remaining months of her life as 
though she were to live on and on. 


*Chairman, Library Committee. 


During this time, she conducted the necessary 
details to be accomplished before passing on. Fre- 
quently, she remarked that she would not be here 
much longer, and therefore, wanted this or that 
done before joining the majority. The serenity of 
her soul was never disturbed, and her acceptance of 
the Divine Will was that of a loyal loving child. 
Nor was she fatalistic, always submitting herself to 
varied therapy. With such a spirit, her work was 
always dedicated to the problem at hand, doing it 
well, and inspiring those about her. Truly, a rare 
individual, who had run a good race and whose 
spirit could rise above her personal experience. 


GIFTS OF FRIENDS IN MEMORY OF HELEN WHEELER 


Friends of Helen Wheeler, librarian of the Faculty 
Library until May 1955, have presented a collection 
of books to the library in her memory. Those of us 
who worked with her and who knew her devotion 
to duty and her deep interest in the library feel very 
happy about this tribute. In the short period Miss 
Wheeler was with the Faculty, her unflagging aim 
was to do everything in her power to make the 
library an even better one. Despite difficulties, her 
conscientious application to the highest standards 
of librarianship, her gallant courage, and her cheerful 
disposition were an inspiration to all who were asso- 
ciated with her. No better way could have been 
found to keep her memory green than to enrich the 
library she served so devotedly. 
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BALTIMORE CITY HEALTH 
DEPARTMENT 


At Last—Baltimore Gets Its Long Expected 
Drop in Reported Tuberculosis Cases 


In his Saturday Letter to the Mayor, the Com- 
missioner of Health of Baltimore on August 5 wrote 
as follows: 

“Dr. Matthew Tayback, Director of the Statistica] 
Section of the City Health Department, has just 
brought to my attention a most welcome and 
satisfactory statistical finding in his study of the 
vital statistics of Baltimore for the period January 
1—-June 30, 1955. At last after several years of sharply 
dropping tuberculosis death rates in the city the 
number of reported cases of tuberculosis has taken 
its expected downward plunge. 

There was an 11 per cent decrease in the number 
of newly reported tuberculosis cases in Baltimore 
City during the first six months of 1955 as com- 
pared with the first six months of the year 1954; 
624 cases for the first six months of 1955 as compared 
with 702 new cases of tuberculosis reported during 
the first six months of 1954 and a fairly comparable 
figure 721 new cases for the first six months of 1953. 

It has been a puzzle to all of us why the sharp 
drop in the tuberculosis death rate which began to 
appear in the statistical studies for the year 1953 
and continued during 1954 was not accompanied 
by a like drop in the number of newly reported cases 
of tuberculosis in the city. Indeed, this has been a 
puzzle to health authorities throughout the country. 

Now the long expected drop in cases has made its 
first appearance as has been expected. 

A sharp drop in the tuberculosis death rate in 
Baltimore was first noted in the studies made at the 
close of 1953 when the city’s tuberculosis death 
rate took its first noticeable plunge and was ap- 
proximately 37 per cent below the city tuberculosis 
death rate for 1952. This downward trend in the 
city’s tuberculosis death rate continued throughout 
the year 1954 at the end of which studies indicated 
that this important death rate for tuberculosis in 


Baltimore for 1954 was 52 per cent below the 
corresponding death rate for the year 1952. 

Beginning October 1, 1955 Dr. Charlotte Silver- 
man, Director of our Bureau of Tuberculosis, plans 
to change the home drug treatment program for 
tuberculosis so that drugs will only be taken by 
mouth and there will be no need for continuing 
thereafter with the hypodermic injection of strepto- 
mycin. We are in hopes that this will result in a 
saving of public health nursing time which is sorely 
needed in other programs of the City Health De- 
partment. 

Very truly yours, 


Heating tio Wilbinsus, NO 
Commissioner of Health” 


SEMI-ANNUAL REPORT ON THE 
HEALTH OF BALTIMORE CITY 


In his report on the health of the city during the 
six month period, January-June 30, 1955, Dr. 
Matthew Tayback, Director of the Statistical Sec- 
tion of the Baltimore City Health Department 
states that the principal developments worthy of 
note are: 

(1) A significant decrease of 11 per cent in newly 

reported tuberculosis cases as compared 
with the first 6 months of 1954. 

(2) A favorable experience in infant mortality. 

(3) Continuation of the birth rate at a relatively 

high level. 

(4) An increase in the reported incidence of 

syphilis cases. 


TUBERCULOSIS 


For the past several years, substantial declines 
were reported in the tuberculosis death rate. These 
occurred at the same time that the tuberculosis 
case rate showed very little annual change. The 
sharp mortality drop as shown in the table below 
amounted to a 52 per cent change over the two year 
period, 1953-1954 and probably was one of the most 
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dramatic episodes in the long history of tuberculosis 
in this city. 


Death Rates and Case Rates for Tuberculosis, All Forms 
Baltimore City, 1950-1955 





| Number Per 100,000 











vores Population 
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At the time that the downward trend in mortality 
from tuberculosis was noted, the failure to observe 
a drop of similar magnitude in newly reported cases 
proved quite puzzling. It was argued that the 
rapidity with which individuals with tuberculosis 
could be rendered sputum negative through treat- 
ment with streptomycin should have reduced the 
reservoir of infection in the community. Fortunately 
this logic appears to be true, and this year we note a 
drop of 11 per cent in newly reported cases of tuber- 
culosis, 624 being reported in the first six months of 
1955 as contrasted to 702 for the equivalent period 
of 1954 and 721 for 1953. 

The rapidity with which health departments are 
achieving effective control over tuberculosis is fur- 
ther highlighted by the instructions recently issued 
by Dr. Charlotte Silverman, Director of the Bureau 
of Tuberculosis which make it possible after October 
1, 1955 for newly discovered cases of tuberculosis to 
start effective therapy in the home, prior to admis- 
sion to a hospital, by the use of oral medication, as a 
substitute for streptomycin which was given by 
injection. This new phase in tuberculosis control 
will save nursing time formerly required to give 
streptomycin injections in the homes of persons 
with tuberculosis. One index of the adequacy of the 
tuberculosis control effort is the average waiting 
period intervening between the time an individual is 
considered in need of tuberculosis hospital care and 
the time he is admitted. Because of the decline in 
incidence of new cases and as a result of a modest 
increase in the total of beds available for care within 
the state institutions, it is hoped that the waiting 
period may be reduced to an insignificant interval 
by the end of this year. 


INFANT MORTALITY 


At the present state of our knowledge concerning 
the causes of prematurity, congenital malformation 
and birth injury, the lowest infant mortality rates 
attainable, according to Dr. Tayback, are of the 
order of 20-22 infant deaths per 1,000 live births, 
that is, 2 per cent of babies born alive will die before 
reaching their first birthday. This favorable level 
was attained during the first six months of 1955 for 
white infants, the mortality rate being 22.4 con- 
trasted with 28.5 for the previous year, 1954. 
Among Negro babies the infant mortality was 37.4 
for the first half of 1955, down slightly from the 
rate of 40.0 recorded for 1954. It is a challenge to 
the ingenuity of public health agencies and to com- 
munity groups working with Negro mothers to 
achieve for the newborn Negro infant the same 
mortality rates which have been rendered possible 
for white infants. In part this difference is due to 
higher prematurity rates among Negro mothers, a 
problem on which the Baltimore City Health De- 
partment is devoting considerable research effort. 


BIRTH RATES 


The trend in the birth rate is a bit of information 
which has great value for school planners, for per- 
sons concerned with the medical care and recrea- 
tional needs of the community, and as an indication 
of the rate at which an area is growing population- 
wise. During the first six months of 1955, a total of 
11,189 births were recorded for the residents for 
Baltimore City, a rate of 23.4 per 1,000 population, 
contrasted with an average of 10,795 born during 
the first half year of the period 1952-1954. The 
increase is entirely due to a rise in Negro births, 
4,227 recorded in 1955 compared with 3,760 for the 
base period. The Negro birth rate is currently 33.0 
per 1,000 population a figure which has not been 
exceeded in the past quarter-century, and is 65 per 
cent in excess of the resident white birth rate of 
19.8. The Negro births as a per cent of total resident 
births have changed in the past 15 years as follows: 


Negro Births 








Per Cent 

Total Resident Births Number of Total 
1955 (January-June) 11,189 4,227 38 
1950 (January-June) 9,866 3,338 34 
1945 (January-June) 8,675 2,146 ZS 


1940 (January-June) 6,466 1,708 26 
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Maryland State Medical Journal 


VENEREAL DISEASES 


Venereal diseases have always been widespread in 
incidence in port cities and in communities which 
have significant population segments which are in 
poor economic circumstances or highly transient in 
their mode of life. Baltimore has thus been faced in 
recent decades with the necessity for expending 
considerable effort on the control of syphilis and 
vonorrhea. The discovery of penicillin and the dem- 
onstration of its effectiveness in the treatment of 
venereal diseases, has given the Health Department 
« powerful agent to prevent the serious sequelae of 
syphilis and gonorrhea. However, a change in the 
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mores of selected segments of the population is 
required before the incidence of new disease can be 
reduced appreciably. During the first six months of 
1955 a total of 765 cases of syphilis were reported 
to the Health Department as contrasted with 599 
for the same period for 1954. This recent movement 
in the incidence of syphilis emphasizes the fact that 
although an effective agent exists for the treatment 
of this disease, there still exists a reservoir for new 
infections, control of which cannot entirely be 
achieved by medical intervention but requires 
effective social work on the part of responsible com- 
munity leaders. 





ment. 





MEDICAL AND CHIRURGICAL FACULTY BLUE CROSS AND 
BLUE SHIELD ENROLLMENT 


The annual Blue Cross and Blue Shield enrollment for you and your 
employees occurs in November. During this enrollment period, appli- 
cations will be accepted for new memberships and for changes in 
present coverage. In October, before the enrollment period begins, 
you will receive application cards and full information on the enroll- 














FIRST NEW H-B PROJECT APPROVED 
The AMA Washington Letter, No. 84-32 


The first project to be constructed under the new Hill-Burton program has been approved 


for Pinal County, Florence, Arizona. It is a 53-bed nursing home addition to the Pinal County 


General Hospital, to be used for nursing and medical care of the aged. It will be physically 
separated from the hospital, but will use the latter’s facilities and personnel. At present, 
patients who could be cared for in a home of this type are occupying 12% of the beds in the 


general hospital. 


The new Hill-Burton program authorizes aid on a matching basis for the building of chronic 
disease hospitals, nursing homes, diagnostic and treatment centers and rehabilitation facilities. 
Because of the new HB program, the name of the federal headquarters office has been 
changed from the Division of Hospital Facilities to the Division of Hospital and Medical 


Facilities. 
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STATE OF MARYLAND DEPARTMENT OF HEALTH 
MONTHLY COMMUNICABLE DISEASE REPORT 
Case Reports Received during 4-week Period, July 29-August 25, 1955 
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m = malaria reported by Aberdeen Proving Grounds, 
w = Weil’s disease. 
* = total includes 4 cases from Migrant Labor Survey 
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COMMON SENSE ON PRE-EXISTING 
CONDITIONS 


R. H. DABNEY* 


Insurance involves the underwriting of risks— 
never the underwriting of claims. True, Blue Cross 
and Blue Shield are not insurance in the ordinary 
sense, but certain basic insurance principles do apply. 
Obviously these Plans cannot afford to provide im- 
mediate benefits for people who join after they 
discover they need care. This is why both member- 
ship certificates include a restriction on pre-existing 
conditions. 

These non-profit community agencies strive to 
provide as complete coverage as possible for un- 
foreseeable illness or injury at the lowest possible 
cost to subscribers. To achieve this end, certain 
controls are absolutely necessary to keep the cost 
within the reach of all subscribers. These controls 
are underwriting and contract restrictions, both of 
which are necessary to sound operations. 

If people could join whenever they wished—and 
keep their memberships just long enough to pay 
bills they knew they would have—we would find 
ourselves in the dubious position of a fire insurance 
company insuring people whose houses are on fire. 
Of course no fire underwriter is this foolhardy. But 
suppose a company did pay this kind of claim after 
insuring a known risk, who would pay the policy- 
holder whose house was struck by lightning ten 
years after he took out his coverage? 

The same basic principle applies to Blue Cross 
and Blue Shield, except that the risk is health, not 
fire. If subscribers could elect to pay in a few dollars 
in subscription charges and receive hundreds in 
benefits—whenever they felt the need—where would 
we find the money to protect the subscribers who 
paid dues regularly and continuously to budget 
against unexpected illness? 

Actually, it is not simply a question of one sub- 
scriber, or even an isolated few. The Maryland 
Plans protect hundreds of thousands of people, and 


*Executive Director, Maryland Hospital Service, Inc., 
Maryland Medical Service, Inc. 


if there were no effective controls it is conceivable 
that not one, but many, many people could generate 
a wholesale abuse, or overuse, of programs specifi- 
cally designed to serve another purpose. 

Blue Cross and Blue Shield guard against this 
kind of utilization at two major control points— 
when the subscriber enrolls (underwriting) and 
when the subscriber uses his membership (contract 
restrictions). These controls are related, since the 
severity of contractual restrictions depends upon the 
underwriting regulations at work when the sub- 
scriber enrolled. 

Who can join Blue Cross and Blue Shield? Until 
last year, only people in employed groups could join, 
together and at the same time. But now under the 
non-group program, individuals (Maryland residents 
who are self-employed, not employed or who work 
where there are less than five employees) can join, 
too, if they meet a few simple requirements. But 
eligibility is not the whole story. We must determine 
not only who can join but when they can join, which 
needless to say is an effective and impartial way to 
control the quantity and the quality of risk we 
undertake. 

Experience reveals, for example, that the larger 
the enrolled group, the broader the risk. When the 
employer participates in the cost and when all em- 
ployees in a given group join, we can be sure that 
there is a favorable ‘“‘mix” of good health risks and 
average health risks to counteract the inevitable 
proportion of sub-standard, or bad, health risks. 

Under such favorable underwriting conditions, 
we can afford to relax controls on the contractual 
end. Waiting periods may be waived for employees 
in the original group, and this is perfectly safe be- 
cause we know the risk selection is good. Mere 
statistical averages automatically work to offset bad 
experience. 

The smaller the group—the closer we get to 
individual enrollment—the tighter we must make 
both the underwriting requirements and the certif- 
icate restrictions. Enroliment quotas which apply 
to all groups must be higher for the small groups in 
order to secure an average risk selection, and con- 
tract restrictions cannot be waived. 
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Once the subscriber is enrolled, the question of 
pre-existing conditions rests squarely with the mem- 
bership certificate. Cases involving pre-existing 
conditions are seldom as black-and-white as the 
wording of the restriction in the contract, so each 
case is carefully investigated with two major factors 
in mind: (a) the length of the subscriber’s member- 
ship and (b) the nature of the subscriber’s illness or 
ailment. Naturally, the number of cases investigated 
exceeds the number actually rejected. 

Practices vary when it comes to the enforcement 
of restrictions on pre-existing conditions. Some 
Blue Cross and Blue Shield Plans are very strict; 
others are lenient. Those which place no severe 
restriction on the membership are typical of the one 
large Plan with a $6 family Blue Cross rate, as 
compared to the low $4 rate in Maryland. Most 
Plans, however, do follow policies similar to ours 
both in enrollment regulations and in contractual 
provisions. 

We try to apply the restrictions on pre-existing 
conditions equitably and reasonably, and not too 
stringently. We always ask a few basic questions. 
Was the condition known to the subscriber, which 
is to say, were there manifestations obvious to a lay 
person of average intelligence? Had recent medical 
or surgical treatment or advice been given for the 
condition. And finally—had hospitalization been 
recommended? 

During the early stages of the new membership 


we watch the elective and non-emergency cases 
closely, withholding final approval or rejection until 
we have carefully reviewed the medical information 
received from the hospital and the physician. We 
want to keep Blue Cross and Blue Shield as un- 
fettered as possible, but we do have a clear obligation 
to prevent costly abuse. Whenever the cost goes up 
some subscribers—often the very ones who need the 
protection the most—must abandon their member- 
ships because they cannot pay the dues. This cannot 
happen if Blue Cross and Blue Shield are to fulfill 
their basic community responsibilities. 

Numerically, the problem is not great. Restric- 
tions on pre-existing conditions are confined to just 
one year on new memberships, and not more than 
one per cent of all reported admissions result in re- 
jections for known conditions. But during this 
critical period we must ask the hospital and the 
doctor for information if we are to maintain effective 
controls—controls that work to keep this problem 
down to reasonable proportions. 

The physician is really the key figure, because it 
is he who admits the patient, it is he who knows the 
true nature of the condition, and it is he who can 
best give complete information when investigation is 
necessary. We try our best to keep our requests for 
medical information at a minimum. With this help 
Blue Cross and Blue Shield can protect subscribers, 
member hospitals and participating physicians from 
the costly utilization that nobody wants. 








OVR REPORTS PROGRESS UNDER NEW LAW 
The AMA Washington Letter, No. 84-32 


Office of Vocational Rehabilitation reports that the number of disabled persons rehabilitated 
increased 2,000 over last year’s figure. Reports from 80 of the 88 State and Territorial rehabili- 
tation agencies place the count at approximately 58,000 during the last fiscal] year, ending 
July 1. Under the Vocational Rehabilitation Act of 1954 a progressive expansion in the state- 
federal] programs is under way. Agencies in 46 states have started to determine eligibility of 
“disability freeze’ applicants, and to calculate the needs for construction of comprehensive 
rehabilitation facilities. In addition, 32 state agencies have initiated projects to improve ser- 
vices to 3,800 disabled persons, 22 federal grants have been allocated for special research and a 
training program for rehabilitation workers in long and short-term course has been formulated. 
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Book Reviews* 








Acknowledgment of all books received will be made in this column, and this will be deemed by us as 


full compensation to those sending them. 


lon Exchange and Adsorption Agents in Medicine. 
Gustav J. Martin, Sc.D., 1955. Little, Brown and Company, 
Boston, Mass., Publishers. 307 pages. $7.50. 


It is most difficult to comment accurately on the 
usefulness of this book by Gustav Martin, who is Re- 
search Director for the National Drug Company in 
Philadelphia and who, while writing about the applica- 
tion of a new set of agents in medicine, is himself not a 
physician but a Doctor of Science. 

The main feature of this book is the collecting to- 
gether of much material in a readable form. The author 
starts at the beginning and works his way through the 
general subject and theory of ion exchange in an under- 
standable fashion. 

However, there are several difficulties with this book. 
One is that the book may be directed to only a relatively 
small group of people because the material is spread out 
so thinly and presented in a devious sort of way, giving 
sO many minor details as to make it difficult for the 
average physician to find time to digest the contents 
of the book. On the other hand, the treatment of the 
subject is indeed directed toward the physician and is 
not given in the more rigorous way needed for the 
research scientist in this field. 

Another difficulty is that the author’s scientific 
statements are often discursive, not overly precise, 
and at times, biased, in keeping with his particular out- 
look. An example of this is the sentence, ‘The blaze of 
glory surrounding miracle hormones, vitamins, and 
drugs, has dimmed in the minds of many the greater im- 
portance of the inorganic ion.”’ Again, ‘As the plasma 
proteins predominate in the maintenance of osmotic 
relationships within the blood, so the element sodium is 
keyed to the osmotic effects within the tissue. In other 
words, it is the controlling factor in the extravascular, 
extracellular fluid balance.” Again, “In summary, 
potassium is the controlling factor for osmolar concen- 
trations of intracellular fluid, just as sodium is for extra- 
cellular fluids.” And again, “The danger of hypona- 
tremia with either low salt diets or diuretics far exceeds 
that in association with the employment of cation ex- 
change resins.” Such examples are found in many 
places in the book. 


*The reviews here published have been prepared by compe- 
tent authorities and do not represent the opinions of any 
official bodies unless specifically stated. 


Finally, as another difficulty, the author offers the 
present volume as a first effort in substantiation of his 
major theme that all chronic degenerative disease has 
as an important component in its etiology, the adsorp- 
tion from the intestine of small quantities of toxic 
chemicals. 

With the above reservations in mind, the second, 
third, and fourth chapters are probably of considerable 
help to someone wishing to learn more of this field. The 
second chapter concerns the chemistry of anion ex- 
change resins, the third, the chemistry of cation ex- 
change resins, and the fourth, the biochemical applica- 
tions of ion exchange materials, underlying medical 
applications. Also with the above reservations, in the 
clinical section one can find a plentiful source of infor- 
mation collected from the literature and given in great 
detail, information applying to the various medical prob- 
lems for which ion exchange resins may be considered. 

Therefore, if read with discretion and with a fair 
amount of industry, the book may be of use during this 
expanding period of possible applications of ion ex- 
change resins to medicine. 


F. W.B., Jr. 


Midwifery by Ten Teachers. Edited by Frederick W. 
Roques, M.D., Chir., F.R.C.S., F.R.C.0.G., 1955 Edward 
Arnold, Ltd., London, Publishers. U. S. A.: The Williams & 
Wilkins Company, Baltimore, Maryland. 607 pages. $7.00. 


This is the ninth edition in 27 years of one of the stand- 
ard and long accepted British works on Obstetrics. It 
carries on the tradition that the book is intended for the 
medical student and young practitioner; and that it 
expresses the collective view of the ten contributors 
all of whom are actively engaged in the teaching of ob- 
stetrics in the medical schools of hospitals in London. 
The one exception to this tradition in this edition is 
that the material on the newborn has been written by a 
pediatrician. 

A conservative view of the recently much discussed 
problem of post-maturity is presented. External clinical 
pelvimetry is described, and the authors believe that 
careful clinical assessment of the pelvis is sufficient in 
the majority of patients who present no abnormality. 

The Chapter on the anatomy of the fetal skull is 
given practical and clinical emphasis by a series of 
illustrations showing the abnormal diameters involved 
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in the mechanism of labor in such malpositions as brow, 
face and posterior occiput. 

Supplementation of the diet for pregnancy with 
calcium and vitamin D is favored. Natural separation 
and expulsion of the placenta in the third stage of labor 
is stressed, the so-called ‘no touch” technique, or at 
most, the modified Credé method of expulsion. The 
authors do not advocate the routine performance of 
episiotomy; and routine cervical inspection following 
delivery is not mentioned. It is observed that the present 
tendency in Great Britain is to allow the parturient out 
of bed on the fifth day but to keep her in hospital and 
limit her exertions until the fourteenth day. It is also 
indicated that the surgical induction of premature labor 
in contracted pelvis no longer enjoys the popularity in 
Great Britain that it once did. 

No mention is made of hypofibrinogenemia as a pos- 
sible complication of accidental hemorrhage (abruptio 
placentae); and it is stated that cesarean section has 
little place in the treatment of abruptio placentae except 
occasionally in the primigravida. The authors advocate 
the British classification of placenta previa which de- 
scribes four types, type I being what we understand to 
be a low implanted placenta, and types II, III, and IV 
being the marginal, lateral, and central of the commonly 
used classification in this country. 

Six hundred cubic centimeters of puerperal blood 
loss is the standard adopted in defining postpartum 
hemorrhage. No mention is made of hysterectomy in 
cases of uncontrollable uterine atony in connection 
with the treatment of postpartum hemorrhage, but a 
brief reference is made to this procedure in the section 
on cesarean hysterectomy. In regard to cesarean section 
the authors state that the lower segment operation is 
the one of choice. 

The final three chapters deal with the care of the new- 
born infant, infant feeding, and diseases and injuries of 


the newborn child, and they present detailed information - 


in the field of newborn pediatrics. 

There is an adequate index, but no bibliography or 
references are given. The illustrations are excellent and 
the type is clear. The book covers the field of obstetrics 
concisely in one small volume, and presents the current 
British practice of the specialty. It thus serves as an 
interesting basis of comparison between the practice 
there and here. Especially for those pursuing the domicil- 
iary practice of obstetrics, this work will be found to 
be a handy reference both for the care of the mother as 
well as her newborn child. 

JES: 


Modern Treatment Year Book, 1955. Twenty-First 
Edition. Edited by Sir Cecil Wakeley, Bt., K.B.E., C.B. 


Published for the Medical Press by Bailliere, Tindall and Cox, 
Ltd., London, England. U. S. A.: The Williams & Wilkins 
Company, Baltimore, Maryland, Publishers. 344 pages, with 
45 illustrations. $6.00. 


This volume of thirty-six chapters, each dealing with 
a different topic, has been written by thirty-six authors, 
every one a specialist in the particular subject discussed 
or possessing a thorough knowledge concerning such as a 
result of extensive experience. 

The editor refers to the volume as “constituting a 
yearbook of diagnosis and treatment for the general 
practitioner.” If the reader evaluates the work with this 
fact in mind, it can truly be said that the purpose is 
accomplished and much helpful information is available 
for the general practitioner, not only in Great Britain, 
but in other areas as well. A great variety of subjects is 
discussed. This becomes readily apparent when one 
enumerates a few of the chapter headings: ““The Modern 
Treatment of Hepatitis,” “Modern Treatment of the 
Injured Foot,’ ‘“‘Antiseptics in General Practice,” 
“Hyperemesis Gravidarum,” ‘““Rheumatic Heart Disease 
in Children,” Blood Vessel Grafting,” ‘‘Diseases of the 
Supporting Tissues of the Teeth,” and several chapters 
discussing use of the antibiotics in many special fields of 
practice. Nearly all doctors will find something per- 
taining to their particular field, but in many instances 
one would wish to have a more detailed presentation in 
order to gain a working knowledge of the subject. 

Several chapters are devoted to the antibiotics, indica- 
tions and contraindications, including hypersensitivity 
reactions. In general, especially with respect to peni- 
cillin, dosage recommended appears to be somewhat less 
than that employed in most centers in the United States, 
and one would like to have more information about the 
broad spectrum antibiotics. 

Management of intractable pain by medical and 
surgical means is well presented. This is especially true 
with respect to the surgical destructive procedures which 
are described in a clearly understandable fashion, and 
should be enlightening to most readers. 

There is an especially interesting account of the 
introduction of a Danish physician on vacation on the 
island of Bornholm to what was, to him, a new symptom 
complex. The doctor’s experiences with this disorder, 
identified by many names, called “Bornholm Disease” 
by him, known to most as “Epidemic Pleuro-Dynia” 
is presented in stimulating narrative form. 

The reviewer found the section dealing with “(Growing 
Pains” interesting and believes that the approach, 
herein presented, to this childhood problem will prove 
helpful in differential diagnosis. 

The many chapters are, with rare exceptions, well 
documented; most references are from British journals, 
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but there are some from American medical literature as 
well. 


W. G. H. 


A Therapeutic Index. Edited by C. M. Miller, M.D., 
M.R.C.P., and B. K. Ellenbegen, M.D., M.R.C.P., 1955. 
Bailliere, Tinall & Cox, Ltd., London, England, Publishers. 
U. S. A.: The Williams & Wilkins Company, Baltimore, 
Maryland. 148 pages. $3.75. 


Dr. Miller and Dr. Ellenbogen of Liverpool, England, 
have presented this book in an attempt to provide gen- 
eral practitioners and house residents with a ready refer- 
ence to the salient facts of modern treatment and di- 
agnosis. There has been no attempt made to replace 
larger textbooks of medical treatment and aims only to 
provide a guide to the treatment of many of the common, 
and some of the less common, conditions met with in 
general practice. These common conditions are briefly 
described and the latest methods of treatment of proven 
value have been set forth briefly in the treatment of 
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each condition. The numerous conditions are easy to 
find without wasting much time and provide at a glance 
the best methods known in treating each particular sub- 
ject. In addition to the various medical conditions and 
their treatments, the authors have listed the infectious 
fevers, with their incubation periods and quarantine 
periods. They have listed the normal values of hema- 
tology, blood chemistry, cerebro-spinal fluid and urine 
findings. Approximate equivalents and conversion factors 
are also included, as well as dosage tables of some of the 
more modern drugs and techniques of practical pro- 
cedures. 

Although written mainly for busy physicians, its main 
value lies as a ready reference for the senior medical 
student, interns, assistant residents and residents. 

While this small text is not a complete reference of 
the various diseases and their treatments, it should be of 
value in its place as a reference book, and will save many 
hours of searching for information which may be needed 
quickly. 

W. H. T., Jr. 





| VOLUNTARY ALLOCATION OF SALK VACCINE BEGUN IN STATES 
| The AMA Washington Letter, No. 84-32 


The Department of Health, Education, and Welfare’s voluntary allocation plan for Salk 
poliomyelitis vaccine was placed in operation August 1. Simultaneously, HEW announced 
allocation of 846,000 cc’s of vaccine to the states for distribution to local health agencies and 
private physicians. Action came after the National Foundation for Infantile Paralysis re- 
ported that it had enough vaccine on hand for its needs for the rest of the summer. The volun- 
tary program was worked out by the National Advisory Committee on Poliomyelitis Vaccine, 
the Public Health Service, the Governor’s Polio Advisory Committee, Association of State 
and Territorial Health Officers, American Medical Association and other groups. 

Some of the key points in the program: (1) each new batch of vaccine will be allocated 
among the states as it becomes available, (2) states will determine what proportion of their 
share is to go to public agencies and what amount manufacturers will distribute through 
normal drug channels for use by private physicians, (3) state allocations to be based on each 
state’s proportion of children in the 5 to 9 year priority group, exclusive of children who have 
been inoculated this year under the polio foundation program. 

HEW said it has asked all states to notify the department of amounts of vaccine needed 
for public agencies and druggists, and that as soon as this information is received in Washing- 
| ton it will be transmitted to manufacturers, who will make direct shipments to the states. 
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CANDLELIGHT EXPRESS! 


MRS. D. DELMAS CAPLES? 


Published by Woman’s Auxiliary of Med-Chi Faculty of 
Maryland in the interest of Nurse Recruitment in 
the State 


Volume I April 1955 Number I 


GREETINGS 


At last we are realizing our hopes of a state-wide 
paper of our own. Don’t forget to send any news of 
your club in by the tenth of each month. 


NEW OFFICERS 


Just in case you have misplaced your list of 
officers for 1955: 


President 


Idella Tolson 

535 45th Street 
Baltimore 24, Maryland 
Dundalk High School 


Vice-President 


Beth Bahr 
Howard County High School 
Ellicott City, Md. 


Recording Secretary 


Elizabeth Horine 
Myersville, Md. 
Middletown High School 
Middletown, Md. 


1Yhe first News Letter that has been published by the 
Future Nurses Club of Maryland (membership is composed 
of third and fourth year high school students). The Club is 
now on a State-wide basis and sponsored by the Woman’s 
Auxiliary to the Medical and Chirurgical Faculty. 

2 Co-Chairman, Nurse Recruitment Committee. 


Corresponding Secretary 


Pat Caples 

Finksburg, Md. 
Westminster High School 
Westminster, Md. 


Treasurer 


Barbara Stelle 
Damascus High School 
Damascus, Md. 


Historian 
Judy Bashore 
Sykesville High School 
Sykesville, Md. 


NATIONAL HOSPITAL WEEK 


Should you be strolling by Schleisner’s on Howard 
Street, Baltimore, during the week of May 8-14, 
take a peek at our Future Nurses of Maryland 
window display. Those clubs helping are Catons- 
ville, Milford Mill, Franklin, and Howard County. 


NEW FILM ON MEDICAL TECHNOLOGY 


The film, ‘Career-Medical Technologist,” is in 
color with sound and 20 minutes running time. 
Free loan service—Woman’s Aux. to Med.-Chi. 
Faculty, Med. Chi. Faculty Building, 1211 Cathe- 
dral Street, Baltimore, Maryland. 


STATE CHARTERS 


Any organized FNA Club that has paid their 
state dues and has at least ten members is eligible 
for their charter from the Maryland League for 
Nursing Education. Most clubs were awarded 
their charter at the state convention in March. 
Where were your delegates? 


DELEGATE MEETINGS 


You have had a busy year but don’t forget that 
we must be thinking about next fall and any 
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changes or problems to be solved. Jot them down 
during the summer. To be a successful club you 
must be informed—attend all meetings. 


CONVENTION 


How many clubs would like to have the 1955-56 
convention at a Baltimore Hotel—a week day with 
each student paying for their own luncheon? What 
suggestions do you have? 


NEW CLUBS 


A hearty welcome to Garrett County! Southern 
High in Oakland and Northern High in Accident. 
We are happy to have you! 


FRANKLIN HIGH 


Bake sale given to raise money for the Joanne 
Miller Memorial Scholarship Fund. 

Mrs. Anderson from Red Cross spoke about Red 
Cross services. 

Pins were presented to members who earned 
them at a tea to which our sponsors, Mrs. Caples, 
Mrs. Wm. Miller, and parents were invited. 

The members were fortunate enough to be able 
to see the Salk vaccine given at our elementary 
school and were so impressed that a letter was 
sent to Dr. Salk. 

Miriam Baker has been accepted at Union Me- 
morial, Jane Burkholder, Cindy Apgar, and Helen 
Meyers have applications on file and are anxiously 
awaiting the important letter. 

Patsy Fowler and Patsy Cole are full of typhoid 
shots plus a vaccination because they are taking 
the pre-nursing at Sinai. Others will help at clinics 
at local health centers this summer as they did last 
summer. 


MONTGOMERY HILLS 


Visited homerooms in school and distributed 
forms and discussed the purpose of Dental Week. 
Very good results. 

Two student nurses from Garfield Hospital, 
Washington, D. C. talked to the club. They did 
great justice not only to nursing as a profession 
but to themselves as well. The club was really 
stimulated and impressed. 
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The club was so pleased to receive third prize in 
the state newsletter contest. 


OTHER FNA STATE CHAPTERS 


Illinois South Dakota 
Michigan Florida 
South Carolina Texas 


Maybe if you visit another state this summer 
you can interest some girls in organizing their 
state. Have a “buzz” session! 


YOUR CLUB AND OUR MAILING LIST 


Has this news letter been correctly addressed? 
If not, won’t you let us know the correct way? 


GRATITUDE 


We wish to thank all clubs, sponsors, school 
officials, nursing organizations, our state advising 
committee, our county chairmen, and everyone 
that supported us this year with our work. It has 
been a pleasure to know so many wonderful people. 
We will be back again next year with you and 
hope to profit by our many mistakes. Don’t get 
discouraged! Stick with us—we are behind you 
100%. Have a good summer. 


YOUR COMMUNITY 


What did you do for your community this year? 
Community service is one of your aims. 

What about a shut-in? A nursing home near you 
for the elderly—they like to be remembered with 
books, bath powder, cookies, or a few flowers. 

Have you seen your Health Center? 

A busy mother with a sick child might be wishing 
for someone to cheer her child while she carries on 
her other duties. 

When you give of yourself you receive more 
than you give. 


NOTICE 


If you wish this paper to continue you must 
send me some news every month. We’ve got the 
paper—do you have the news? 

Address to: Mrs. D. D. Caples 

38 Chatsworth Avenue 
Reisterstown, Md. 








COMING MEETINGS 








BALTIMORE CITY MEDICAL SOCIETY 


Amos R. Koontz, M.D., President Joun N. CLassEn, M.D., Secretary 
Friday, November 4, 1955, 8:30 p.m. 
Faculty Building, 1211 Cathedral Street, Baltimore 
Some Studies on the Cellular Response to Acute Bacterial Infection. Barry Wood, M.D. 
Professor of Microbiology, Johns Hopkins University School of Hygiene and Public Health, 
and Vice President of the Johns Hopkins University and Hospital. 





PEDIATRIC SECTION* 


Harotp E. Harrison, M.D., Chairman MELCHIJAH SPRAGINS, M.D., Secretary 
Tuesday, November 8, 1955, 8:30 p.m. 
Faculty Building, 1211 Cathedral Street, Baltimore 
Hemorrhagic Disorders. Dudley Jackson, M.D. 
Hemorrhagic State Associated With Exchange Transfusion in Infants. Julius R. Krevins, M.D. 





RADIOLOGICAL SECTION* 


WALTER L. Kirtsy, M.D., Chairman NaTHAN B. Hyman, M.D., Secretary 
Tuesday, November 15, 1955, 5:30 p.m. 
Hopkins Club 
Homologous and Heterologous Tumor Implants. S. N. Greene, M.D., Yale University. 





MATERNAL MORTALITY COMMITTEE 


HUNTINGTON WiiiiaMs, M.D., Chairman GreorcE H. Davis, M.D., Acting Secretary 
Thursday, November 17, 1955, 3:30 p.m. 
Faculty Building, 1211 Cathedral Street, Baltimore 
Joint Committee on Maternal Mortality of the Baltimore City Medical Society and Baltimore 
City Health Department. 





GENERAL PRACTICE SECTION* 


KENNETH KRULEvITZ, M.D., Chairman JoserH S. Brum, M.D., Secretary 
Thursday, November 17, 1955, 9:30 p.m. 
Faculty Building, 1211 Cathedral Street, Baltimore 
Some Aspects of Iron Metabolism, Milton S. Sacks, M.D. 





SECTION ON INTERNAL MEDICINE* 


Epwarp F. Cotrer, M.D., Chairman KATHERINE H. Borkovicu, M.D., Secretary 
Tuesday, November 22, 1955, 8:30 p.m. 
Faculty Building, 1211 Cathedral Street, Baltimore 
Program to be announced in the November Bulletin of the Baltimore City Medical Society. 


* Sections of the Baltimore City Medical Society. 
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DERMATOLOGY SECTION* 


WriLiiAM R. Bunpick, M.D., Chairman STANLEY N. YArFFE, M.D., Secretary 
Monday, November 28, 1955, 8:30 p.m. 
Faculty Building, 1211 Cathedral Street, Baltimore 
Treatment of Superficial Epitheliomatosis. Mark Hollander, M.D. 
Discussion to be opened by Dr. Harry M. Robinson, Jr. 








STATE DEPARTMENT OF PUBLIC WELFARE 
120 West Redwood Street 
Baltimore 1, Maryland 
June, 1955 


TO: Health Departments, Schools, Social Agencies and Institutions, Physicians, Attorneys, 
Clergymen, and Others Interested in the Care and Protection of Children 
RE: Placement of Children for Adoption 


Because we know that people turn to your organization or profession for help and advice 
about such matters, we believe you will be interested in knowing the present law in Maryland 
concerning the placement of children for adoption. 

The law of Maryland, enacted in 1950 by Section 20 of Article 88A, explicitly prohibits the 
placement of children except by certain relatives and licensed child placement agencies. It 
reads in part: 

“The placement of a child by anyone other than a licensed child placement agency, local 
department of welfare or the child’s natural parent or parents, grandparents or the child’s 
natural parent’s adult brothers or sisters is prohibited.” 

The recent General Assembly, by Chapter 623 of the Acts of 1955, revised this law for 
Baltimore City only. The new statute, effective June 1, 1955 for Baltimore City only, provides: 

1. That placements may be made only by licensed child placement agencies, natural parents 

or grandparents, 

2. That placements for adoption by parents or grandparents must be made without the 

intervention of any third party, and 

3. That prior to such placement an adoption petition must be filed in court and the court’s 

consent to the placement obtained. 

You will note that the law for the City is essentially like that of the State as a whole in 
limiting who may place children for adoption. The City law, however, spelJs out more fully the 
intent of the law—to assure the protection of the child separated from his family. 

The State Department of Public Welfare is the licensing agent for the child-placing agen- 
cies. It has obligation to report any facts indicating possible violation of this law to the 
State’s Attorney in the counties or in Baltimore City. It will supply any interested person 
with a list of the agencies authorized to place children for adoption in Maryland. 

Sincerely yours, 
Tuomas J. S. WAXTER 
Director 
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REGULAR AND DOCTOR DRAFT EXTENSION 
The AMA Washington Letter, No. 84-27 


On June 28 the House, by a 221 to 171 vote, refused to recommit to the conference committee 
H. R. 3005, which extends the regular draft for four years, the doctor draft for two years and 
continues the $100 per month extra pay for medical officers. Immediately then the House, by 
overwhelming vote, approved the joint bill. Within two hours the Senate also had given its 
final approval, and the measure was sent to the White House well in advance of today’s expi- 
ration date for the old draft laws. 

The only issue was over extending the doctor draft. House members who attempted to kill 
or amend this act were under a legislative handicap. The House never considered its own 
doctor draft bill, HR 6057. When it took up the conference report on H.R. 3005, to which the 
Senate had added the doctor draft extension, only a limited time was allowed for debate, and 
there was no opportunity to vote on the question of eliminating the doctor draft extension. 
The question was whether to accept the conference report as a whole, or recommit the regular 
draft as well as the doctor draft. 

House leaders of both parties supported the doctor draft extension, and Minority Leader 
Martin said the extension had the backing of the White House. Chairman Vinson of the House 
Armed Services Committee led the fight for the bill, saying ‘“‘we are dealing with facts, not 
theories.’”” He maintained that the doctor draft was needed to provide skilled physicians for 
the services. Chairman Howard Smith of the House Rules Committee led the opposition. He 
argued that the services could do without the doctor draft, and that until this discriminatory 
draft was ended the military would not make military medicine attractive as a career. 

Two changes are made by the law extending the act. It no longer applies to men over 46 
years of age, nor to those 35 and over who at any time have been rejected for a military com- 
mission as a physician or dentist in one of the Armed Forces solely on the grounds of their 
physical condition. On these two points the law now reads: “‘No person in the medical, dental, 
and allied specialist categories shall be inducted under the provisions of this subsection: (A) 
after he has attained the thirty-fifth anniversary of the date of his birth, if he applies or has 
applied for a commission in one of the Armed Forces in any of such categories and is or has 
been rejected for such commission on the sole grounds of a physical disqualification, or (B) 
after he has attained the forty-sixth anniversary of the date of his birth.” 
































CLINICAL MEMORANDA ON ECONOMIC POISONS AVAILABLE 


A copy of the latest annual revision of ‘Clinical Memoranda on Economic Poisons,’’ pre- 
pared by the U. S. Public Health Service, Communicable Disease Center, Technology Branch, 
Savannah, Georgia, and has been made available to the National Agricultural Chemicals 
Association for reproduction by Dr. K. D. Quarterman, Chief, Technical Development 
Laboratories. 

A copy of these clinical memoranda may be obtained by doctors in agricultural or other 
areas of the country, where pesticides are in general use. Please address request to the National 
Agricultural Chemicals Association, 1145 Nineteenth Street, N.W., Washington 6, D. C. 
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